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MESSAGE FROM THE PRESIDENT 
Dr. Eric Ram 


It IS my great pleasure to present the following report summarising proceedings from the symposium 
Rejuvenating Mental Health for Youth in Europe, which was jointly sponsored by the NGO Forum for 
Health and the World Federation of Mental Health, in collaboration with the World Health 
Organisation, on 13 March 2000 in Geneva. In addition, I wish to express my gratitude to Dr. 
Benedetto Saraceno and Dr. Stanislas Flache for their splendid cooperation and help in organising this 
Symposium. These efforts brought together experts in the field of mental health from the far reaches 
of the globe, and I would like to extend my deep appreciation and thanks to each and every one of 
them for their time and dedication in attending the conference and contributing to the program. My 
thanks are also extended to the attendees who contributed to the roundtable discussion, to Dr. Manoj 


Kurian who served as rapporteur during the session and to Elisabeth Forest for her editorial expertise 
in producing this report. 


The Symposium served to raise awareness of the increasing burden of mental health problems in the 
world in general, and in Europe in particular, especially among youth. It also provided current 
information on advances made in community-based services research. Mental disorders are on the 
rise. They are a major cause of the world’s burden of disease. The cost in terms of human suffering 


is incalculable, the toll to families and communities is immeasurable and the economic impact is 
extensive. 


_ The Symposium explored ways in which NGOs, in collaboration with governments, can play a 
constructive role particularly in the promotion of first-contact mental health work within the context 
of primary health care. Primary prevention activities include iodised salt distribution; perinatal care; 
poverty eradication; alleviation of domestic isolation; elimination of the oppression of women and 
child abuse; the education of families, teachers and children on the importance of providing emotional 
and intellectual stimulation to the young; and how close physical contact is essential to normal 
development. 


The Symposium’s roundtable session focused on the magnitude of global challenges in mental health, 
the role of NGOs in dealing with mental health issues at the community level, and WHO’s strategy to 
meet them globally, and priorities in Europe. Case studies were presented on community-based 
services for children at risk in Lithuania, adolescents as facilitators of mental health in Bulgaria, 
community responses to mental health needs of youth in Belarus, mental rehabilitation of children 
traumatised by war in Croatia, and challenges and actions to promote the mental health of young 
people in Poland. The case studies exemplified how communities and young people themselves, can 
be involved in the prevention, early detection and care of those affected by mental health problems. 


It was pointed out that changing behaviours that increase risk for illness could prevent more than one- 
third of the global burden of illness. Meeting this challenge will require large-scale political and 
social intervention involving media, policy, public education and a comprehensive primary health 
care system that ensures sustainable mental health programmes. It was also affirmed that mental and 
spiritual health are vital to the health of the individual. 


Once again, my sincere thanks are extended to all who made this informative gathering possible. I 
hope that the Symposium and the resulting report serves to support and inspire us all to take up the 
challenge of improving mental health within our communities and our countries. 


Dr. Eric Ram 
President, NGO Forum for Health 
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REJUVENATING MENTAL HEALTH FOR YOUTH IN EUROPE 


Report of a Symposium of the NGO Forum for Health 
13 March 2000 
World Health Organisation, Geneva 


Elisabeth M. Forest, Editor 
Executive Summary 


The NGO Forum for Health and the World Federation for Mental Health (WFMH) jointly organised a 
Symposium entitled Rejuvenating Mental Health for Youth in Europe on 13 March 2000 in 
collaboration with the World Health Organisation (WHO). The conference hosted 10 prominent 
speakers from the mental health field and was attended by numerous representatives of non- 
governmental organisations (NGOs) from around the globe and by WHO. 


The NGO Forum for Health is a Geneva-based coalition of more than 200 international non- 
governmental organisations. It collaborates with WHO, UNICEF and other UN agencies on issues of 
global health, gender, equity, ethics and social justice. WFMH is the world’s largest international, 
non-governmental, voluntary mental health association of organisations and individuals, representing 
citizen volunteers, professionals of all disciplines, and users of mental health services. It promotes 
mental health and the prevention and treatment of mental illness mainly through advocacy, congresses 
and regional meetings, and works for the protection of human rights of those suffering from mental 


illness. The WFMH is accredited as a mental health consultant to all of the major agencies of the 
United Nations. 


The Symposium was designed to bring to light current issues involving the magnitude of global 
challenges in mental health and the implication for children, adolescents and young adults in Europe 
and around the world. 


Dr. Marten deVries, Secretary General of the WFMH, stated that although the average general 
health of children and adolescents around the world has improved, this is not true for their mental 
health. Between 12 and 20% of all children and adolescents currently suffer from some diagnosable 
mental health disorder. Only 3.5% of these children and adolescents receive care, compared to nearly 
40% of adults. Presently, the worldwide average age for the onset of depression in both males and 
females is 27. And not surprisingly, certain vulnerable groups defy other averages; for example, 
young, uneducated Eastern European females have four times the HIV infection rate and eight times 
the mental health risk when compared to others in their cohort. 


Dr. Eric Ram, Director of World Vision International’s Health Programmes and President of the 
NGO Forum for Health, observed that as adolescents enter the crucial period of search and creation of 
self-identity, any dramatic or traumatic life event, such as family tragedy, abuse, violence or neglect, 
may leave them with a range of problems, from identity crises to overt psychopathological disorders. 
Despite advances in the economic, social and health conditions of youth around the world, they face 
dilemmas, frustrations resentment, anger and depression at unprecedented rates. Suicide, which 
historically was a problem of adult populations, has become one of the three leading causes of death 
among people aged 15 to 35. 


In his keynote address, Dr. Benedetto Saraceno, Director of the Department of Mental Health and 
Substance Dependence at WHO, in commenting on the significance of worldwide mental health 
issues and WHO’s strategies and priorities for the future, declared that of the leading causes of 


mental health disorders. The portion of the global burden of disease 
attributable to neuropsychiatric disorders will increase from 11.5% in 1999 to 15% by the year 2020. 
Those groups that are particularly at risk include individuals living in extreme poverty, children and 
adolescents who experience disrupted nurturing, those suffering abuse, abandonment or violence, 


refugees and victims of disasters. 


disability in the world, half are 


Dr. Pirkko Lahti, President-Elect of the World Federation for Mental Health, said that the challenge 
for NGOs and others in the new millennium will be to provide the mental health care sector with 
services of high standard and with a sound information-disseminating system, to enhance 
implementation methods and practical research development, which at its current level is 
unimplementable, and to improve the “packaging” of messages in order to convince governments, 
among others, to change outmoded practices and attitudes. 


In addition, the symposium hosted a roundtable discussion chaired by Dr. Stanislas Flache, former 
President of the World Federation for Mental Health. The discussion focused on the magnitude of 
global challenges in mental health and the important role of NGOs in matters of mental health at the 
community level, particularly in Europe. Case studies were presented on community-based services 
for children at risk in Lithuania, adolescents as facilitators of mental health in Bulgaria, community 
responses to the mental health needs of youth in Belarus, mental rehabilitation of children traumatised 
by war in Croatia and the challenges and actions to promote mental health of young people in Poland. 


REJUVENATING MENTAL HEALTH IN YOUTH: 
AN NGO PERSPECTIVE 


Dr. Eric Ram and Vena Persaud 
World Vision International 


The Changing Scene 


Those young people who have survived the first hazardous decade of their life and are well into the 
second decade have many questions: they question authority - any authority; they question their 
parents; they question their teachers: they question wars - they see double standards: they question the 
church; they question the reasons for going to school, they question God. They question their 
government’s ability to protect the environment. They see their parents fight and divorce. Their 
families are falling apart and they don’t understand it. They don’t like the news they see on TV. 
They are worried about their future. They are searching for self-identity. They want to know more 
about their own bodies and minds, and want to have greater control over them. They search hard for 
positive identification models and fail to find them. They struggle for their independence. In most 
cases they are not able to express themselves. And they love to take risks. 


On the other hand, the adults, mostly who are in authority, have difficulty understanding the young 
people, fail to relate to their needs and wish they would grow up quickly. 


Not finding answers to their questions or solutions to their problems, young people become even more 


desperate. This leads them into a range of dilemmas - frustration, resentment, anger, depression and 
in some cases, suicide. 


Time Magazine in its December 1999 issue, carried an article outlining rates of suicide in a variety of 
countries. The article was based on a study carried out by Dr. José Manoel Bertolote and a team from 
the Department of Mental Health at the WHO. The findings are shocking: 


SUICIDE RATES 
(# per 100,000) 

Western Europe E. & C. Europe/Balkans Select Non-Europe 
Finland 38.7 Lithuania Sad) New Zealand 23.6 
Switzerland 30.9 Russian Fed. 72.9 Canada 215 
France 30.4 Estonia 64.3 USA 19.3 
Austria 30.0 Latvia 59.5 
Luxembourg 29.0 Kazakhstan 51.9 Global Average 
Belgium 26.7 Hungary 49.2 
Denmark 24.3 Belarus 48.7 
Germany 995). Slovenia 48.0 
Sweden 20.0 Ukraine 38.2 
Norway 19.1 Croatia 34.2 
Ireland RY R. of Moldova 30.9 
Iceland 16.4 Bulgaria 25.3 

Poland 24.1 


According to WHO, 1.5 billion people suffer from mental, neurological and psychological disorders 


worldwide. In this current year, it is estimated that 20 million people will attempt suicide and one million 
of them will succeed. Historically suicide has been attributed largely to the elderly population but it has 
become one of the three leading causes of death among 15 to 35 year-olds. It is sad and frightening 
because global rates are on the increase. It is widely acknowledged that over 90% of those in the USA 
and Europe who succeed in committing suicide have a psychiatric illness at the time of death. Two 
disorders, depression and alcohol/drug dependency are associated with 80-85% of these suicides. 


It has been shown that emotional and psychological distress is an early manifestation of physical disease 
or may even cause such disease. Stress is associated with measurable reductions in the efficiency of 
immune mechanisms, with acute vulnerability to infectious disease and cardiac failure. One underlying 


problem is that people don’t know how to breathe properly. 


During adolescence, young people begin a period of search and the creation of self-identity. A young 
person needs positive role models, support, and a firm and reliable value system in order to create his/her 
own identity with a minimum amount of frustration. However, if something dramatic or traumatic occurs, 
be it violence or abuse, then the value system changes and the individual may suffer anything from an 
identity crisis to overt psychopathological disorders. It has been estimated that one-third of young 
women and girls in Europe are physically or sexually abused, mostly by men. You can imagine the 
ramifications of such violence on their mental health. 


Old cultural values seem to be losing significance in our new world order. Young people are becoming 
more confused and seem to suffer often from shame and frustration. They rebel against their own 
families and begin to identify with street gangs and turn to alcohol and drugs. Such behaviour is 
predominantly the expression of their resistance to the moral and value system of society, which they 
once may have accepted, but now reject. Perhaps their behaviour is a result of their disappointment with 
what they see as a double standard. They feel rejected and subsequently retreat to an environment of 
acceptance-the street. 


For all adolescents, security in the home, in the family and with their parents is essential. If society and 
its rules and value systems have changed, and more and more families are falling apart, this becomes the 
foundation for many psychopathologic disorders. Because this time period is crucial - an adolescent’s 
life, early detection is essential in order for early psychosocial support to be implemented 


ie peri Sra parent technology alone has the ability to produce health or that large institutions 

wren Tce 2 ems. Mental and spiritual health has implications for physical health, much of 

en at the societal level and is related to lifestyle. This is best addressed at the communit 
vel. Overall health is achievable only if emotional and spiritual needs are also met i 


The Role of NGOs 


NGOs enjo i 

pie ge : econ ee in primary health care delivery. They are already committed to helping the 

ane heen santend " ify oA their needs. NGOs have the capacity to listen to clients’ needs, and 

eatalies Blox to chai a providing income-generating activities alongside primary care services, f 
eir ability to mobilise communities, NGOs have the ability to innovate and implant 


alternate models of ; 
Geass Reta cs ne Bae : their business to find out what local people want, what they need 
m. Often the community’ 

important than health care. ity's need for income-generating opportunities is more 


NGOS are committed to a philosophy of “empowerment of the people,” 
skilled time into community organisation, 
generation and education 


therefore they are prepared to put 
gan | transformational development, poverty eradication, income 
—all activities which empower people. 


Petia keep overhead costs in control such that maximum amounts go for the care of the people. The 
ureaucracy is kept to a minimum. NGOs go to the farthest corners, to the poorest and the marginalised. 


Different NGOs work under different mandates, but in the end their role is to be seen as complementary, 
rather than competitive. 


In partnership with governments, NGOs can: 


e Train large number of public sector workers to be more res 
level; 

¢ Conduct independent evaluations of government services: 

Test new and different approaches to mental health care, especially at the community level; 

Help find what mental health services are available and promote active mental health care in primary 

health care settings; 

e Do much to promote first-contact mental health work” within the context of primary health care by 
going into the community and making active contact with individuals and families, assessing mental 
health care needs; 

e Play a significant role in the prevention of mental and neurological disorders, often times through 
general primary health care at the community level. For example: 


ponsive to client needs at the community 


* The provision of iodised salt or iodinated oil injections for pregnant women of 
childbearing age can help prevent mental retardation in their children. UNICEF, 
WHO, World Vision and others are providing such services through their micro- 
nutrient programmes; 

» The education of families, teachers and children on the importance of providing 
emotional and intellectual stimulation of children and how close physical contact is 
essential to normal development; and 

# Crisis intervention, particularly in the case of bereavement, or the education of young 
parents in the process of childrearing can produce heaith benefits. 


e Promote healthy living, a healthy lifestyle at the family and community level, by teaching people how 
to breathe, to relax, to laugh, to cry and to cope with their daily stress; and 
e Play akey role in helping to remove the stigma still attached to those with mental disorders. 


In addition, religious leaders, pastors, priests, Mullahs, Rabbis also play a vital role in providing moral 
support and spiritual nurture, and strengthening family bonds through counselling and encouragement. 


Role of Hope and Faith 


As a faith-based organisation, we would like to mention about the role of hope and faith in mental health. 
According to a 1996 survey of the American Academy of Family Physicians, 90% of doctors believe 
there is an important relationship between body and spint. Health care professionals are paying new 
attention to this spirituality-health link. Many addiction treatment programmes are also highlighting 


0 a ee 


* Refer to selected case studies, Annex I. 


spiritual as well as psychological causes. Dr. McGarry and his colleagues of the Psychiatric Institute of 
Washington have begun to conduct courses on spiritual concerns and mental health. 


We can no longer ignore the mind/body/spirit connection. Study after study show that spirituality 
increases longevity while decreasing destructive life patterns. For example, studies have shown the 
positive effect religious commitment has upon substance abuse, including reduced alcohol consumption, 
and drug and nicotine use. In addition, there is a reduction of adverse psychological symptoms such as 
depression, hostility, general anxiety and death anxiety, as well as an improvement 1n overall health and 
quality of life, reduced blood pressure, greater life satisfaction and self-esteem. 


John Fitzpatrick, author of Create your Own Health Patterns, points out that faith and hope are linked, 
and that faith generates hope and hope expectancy, which can bring profound emotional and 
psychological changes in a person. Dr. Anthony Allen, a Caribbean psychiatrist says, 


Hope is the psychological ingredient to health or wholeness. It is hope 
that is the mobilizer of the healing forces of the body, mind and spirit. 


In rejuvenating mental health in our youth today, let us give them plenty of hope and reason to live life to 
its fullest and let us strengthen their faith in themselves, their families, their neighbours, in nature and in 
God. For when hope is lost, the will to live slips away. Fullness of life means a spirit filled with love, 
joy, peace, patience, gentleness, goodness, faithfulness, humility and self-control. Dr. Paul Brand, the 
world-renowned hand surgeon, calls these a polyvalent vaccine for the prevention of behavioural-based 
diseases. Our youth today deserve such a life filled with vigour and vitality. 
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ANNEX I 


BUILDING UPON AND EXTENDING PRIMARY MENTAL HEALTH 


Croatia 


Source: 


CARE SERVICES: SELECTED CASE STUDIES 


A group of psychiatrists in Varazdin, northwest Croatia, have developed a community mental 
health care system that is based on the concept of the ‘extended therapeutic community’ (ETC). 
The ETC consists of the patient’s families, fellow workers, friends, and neighbours, as well as the 
patient and health staff. 

The ETC meets at the hospital weekly to participate in the patient’s treatment. 

By involving those in the ETC it strengthens and extends support for the patient in the community 
and also helps the hospital to become a more natural part of the patient’s environment. 
Preliminary evaluations show that Varazdin is the only hospital in Croatia experiencing a trend 
towards a reduction in readmission rates and lower average hospital stays. 

There have been many other positive outcomes such as the reduction in the amount of sick leave 
caused by mental illness and the number of disability pensions taken by patients. 

With the assistance of the ETC in the upkeep of the hospital facility, no further funds were 
needed to support the approach. 


Pavao Brajsa, Comprehensive Mental Health Care in the Community: The Varazdin Model, 


1985; and World Health Forum, Vol. 6, pp. 157-159. 


Botswana 


In Botswana, mental health services at the primary care level have been expanded through the 
training of over 300 village people who act as health workers, or Family Welfare Educators 
(FWE). 

After an eleven-week training course, these FWE work as general health educators and 
motivators. 

They have a specific role in mental health promotion which consists of visiting the homes of all 
people in the village known to be suffering from psychiatric disorders, gathering information 
from the families, and reminding patients about their appointments with the psychiatric nurse. 
FWEs also help bring the patient and family to appointments and participate in discussions about 
the patient’s status. 

Supervision of FWEs is undertaken from clinics that are staffed by nurses, and the nurses are 
supervised through monthly visits from the psychiatrist. | 
Since the inception of the programme, admissions to hospital have been halved and inpatient 
numbers have fallen from a peak of 500 in the 1970s to a steady level of about 120 in 1982. | 
Closer collaboration with police, patient’s families and other community organisations has raised 
the voluntary admission rate from 64% percent to over 90 %. , | 

No additional funds were needed for the programme, and in fact, a net savings was gained. 


Source: David Ben-Tovim, Community-Based Care, World Health, Oct. 1982, pp. 11-14. 


India and Pakistan 
e Insome parts of India and Pakistan, religious leaders and community people have been trained to 
identify people suffering from mental illness and encourage early and ongoing treatment 
e Religious leaders also play a role in supporting families of patients with mental illness. 


Source: Mental Health Scheme Breaks New Ground, Education for Health, WHO, No. 1, 1989, p. 12. 


Canada 


In Canada, families and adolescents themselves will soon be able to play a role in early 
intervention through a programme developed by the Canadian Mental Health Association. 

e Through the programme, youth and others who interact with them will be able to detect the 
emerging symptoms of psychosis and assist in seeking help for the person in need. 


Source: Canadian Mental Health Association (CMHA), Youth and Mental Illness: Early Intervention, 
CMHA website (www.cmha.ca/english/intrvenverlyinter.htm). 


® Also in Canada, the Christian charitable organisation Youth Aflame, has trained families and staff 
of various community agencies in youth suicide prevention strategies. 

e Through this programme more community groups are able to recognise and respond to the signs 
of suicide and help the person in need to seek appropriate help. 


Source: Northern Connections Health Promotion, Youth Aflame website (www.kawartha.net/~nvhcc). 


New Zealand 


e In New Zealand, youth providers outside of the health sector are trained through one- to two-day 
workshops in the areas of: young people and depression, addressing distress and depression for 
young people; building resilience in young people; and suicide intervention. 

° Through this training youth providers play a role in helping young people to cope with mentally 
distressing circumstances and assisting them to seek early intervention. 


e Steps are also being taken to educate youth themselves in more effective kinds of help-seeking 
behaviour when in trouble. 


Source: Aotearoa New Zealand Mental Health Foundation (www.mentalhealth.org.nz). 


United States 


¢ The National Alliance of Mental Illness (NAMI) has developed a twelve-week course for family 


caregivers of individuals with mental illness. 


The course teaches the knowledge and skiils that family members need to cope more effectively 


e A trained family member teaches the course. 
e 


Each family that is trai i 
S trained commits to train one or tw ilies i : 
o fam 
extending the reach of the programme. pS In ne, aot Coe 


¢ | . 
ource: Family to Family Education Programme, NAMI website (www.nami.org/family/index.htm) 


Summary 


The above case studies are only a few examples of how the reach of community-based mental health 


promotion can be extended. Such experience from nations around the globe demonstrates that there are 
numerous possibilities for the broader communit 


y to play an important role in strengthening mental health 
promotion for youth at the primary care level. 


THE MAGNITUDE OF GLOBAL CHALLENGES 
AND WHO STRATEGY TO MEET THEM 
Dr. Benedetto Saraceno 
World Health Organisation 


The Newly Defined Burden of Mental Health Problems 


The proportion of the global burden of disease attributable to neuropsychiatric disorders is 
expected to rise from 11.5% in 1999 to 15% by the year 2020. This increase will be particularly 
pronounced in developing countries primarily due to the projected increase in the number of 
individuals entering the age of risk for the onset of disorders. 

Beyond defined mental illness, an additional burden results from the mental health problems of 
vulnerable groups such as those living in relative poverty and under difficult conditions, those 
exposed to disasters, as well as displaced persons. Today there are 22.3 million displaced persons 
worldwide. ; 
Improving treatment rates will reduce disability and health care costs and will improve economic 
and social productivity. At a global level it has been estimated that the burden of disease 
attributable to major depression could be reduced by more than 50% if all individuals with 
depression were treated. 


Mental Health Problems Tend to Proliferate as a Result _of Complex and Multiple Biological, 
Psychological, and Importantly, Social Determinants 


In most cases, a complex interaction between biological, psychological, and social factors 
contributes substantially to the emergence of mental health and neurological problems. 

Mental problems are expected responses to war and trauma, and to conditions of relative poverty 
and limited access to resources. 


The Future will Bring an Exponential Increase in Mental Health Problems 


All indications are that the burden due to mental and neurological problems will become even 
poe in the coming decades and will pose serious social and economic handicaps in global 
evelopment issues, unless substantive action is taken. 
at the st of the population, increasing social problems and unrest, the burden due to 
; hos problems will increase substantially and will become a major threat to development 
shi agen life expectancy of those with mental disorders will contribute to a greater 
po = fe) 28h with mental disorders needing longer health care and support 
arger number of people surviving to an : 
elderly age will contribu 
7: of people suffering from dementia. c Sane a 
pig incidence of depressive illness increases with age, leading to the prediction that 
een be the second leading cause of disease burden in 2020 
e gr | 
bide abe “i i numbers of persons affected by violent conflicts, civil wars, disasters and 
n the number of displaced persons will contribute to psychosocial problems and 


Mental 


interpersonal violence within communities. Such 
have increased rates of mental disorders, 
alcoholism. 


populations have systematically been shown to 
‘Including post-traumatic stress, depression and 


Health Problems Will Only be Addressed When There is Sufficient Awareness, Commitment and 
Resource Allocation 


Mental health and well-being have nearly always attracted lower priority than communicable and 
other physical diseases, despite their significant impact on mortality and morbidity. 

It is time to review priorities and commitments and to recognise the substantial benefits that will 
accrue through investing in mental health. Many communicable diseases are now under control, 
but only as a result of awareness and commitment to address the burden. 


The Undefined and Hidden Burden of Mental Health Problems 
——ee tne eden burden of Mental Health Problems 


There exist forms of mental health burden which, because of difficulties in measurement and lack 

of quantitative data, have received less attention but which nevertheless have an enormous impact 

on the economic and social development of countries. 

The “Undefined Burden” refers to the economic and social burden for families and communities. 

Although considered to be substantial, it has not been measured to any great extent. 

The “Hidden Burden” refers to the burden associated with stigma and violations of human rights 

and freedoms. Although a major problem throughout the world, many instances remain hidden 

behind closed doors. 

Therefore, Mental health legislation is a necessary requirement to achieve: 

* Respect for individuals and their social, cultural, ethnic, religious and philosophical values; 

= Care and treatment provided in the least restrictive environment; and 

* Provision of care and treatment aimed at promoting each individual’s self-determination and 
personal responsibility. 


How Do We Respond to These Burdens? 


By strengthening community mental health services and primary care 
# There is extensive scientific support demonstrating that an approach to treatment and care 
based on deinstitutionalisation and the provision of community treatment and care is 


associated with better outcomes. ) 
= Clinical trials have shown that important elements of an effective response to mental health 


and neurological problems are: : ie ; } 
> Psychological and social intervention (e.g., independent living skills, social skills 
training, vocational training, social support networks, family intervention); and 
> Pharmacotherapy (e.g., neuroleptics, lithium, antidepressants and anxiolytics). 


By strengthening mental health promotion | | | 
Mental health promotion is an umbrella term to describe a variety of strategies to enhance the 
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determinants of positive mental health, such as individual resources and skills and the socio- 


economic environment. 


» National mental health policies should not be solely concerned with mental illness but also 
should recognise and address the broader issues affecting the mental health of all aspects of 
society, for example, poverty and chronic social adversity. foe 

= Most health care resources are directed towards long-term institutionalised care and 


confinement of the mentally ill, and to a lesser extent, towards community treatment and 


rehabilitation services. Fewer resources are provided for preventing mental illness and 


significantly fewer for promoting mental health. 

= Mental health promotion requires multi-sectoral action, involving government sectors such as 
health, employment/industry, education, environment, transport and social and community 
services, in addition to non-governmental or community-based organisations such as health 


support groups, churches, clubs and other bodies. 


By promoting the mental health of children and adolescents 

= Psychosocial and cognitive development of babies and infants is dependent upon their 
interaction with their parents. These interventions can improve substantially the emotional 
relationship between parent and child, and is particularly relevant for parents living in 
stressful conditions and where social adversity factors prevail. WHO has developed a 
programme to stimulate mother-infant interaction that is being used in countries around the 
world. 

= The school remains a crucial social institution for educating children in preparation for life. 
Schools need to be more purposively involved in a comprehensive educational role that 
includes the healthy social and emotional development of pupils. 


By promoting working life and employment 

= Special emphasis should be given to the mental health-promoting aspects of the workplace 
and the work process itself. 

= A significant issue is unemployment, in particular, youth unemployment. In this area, mental 
health promotion strategies aim to improve employment opportunities through programmes 
which create jobs, provide vocational training, and social and job seeking skills. 


By promoting the mental health of the ageing population 

= By the year 2025, there will be 1.2 billion older people in the world with nearly three-quarters 
of them living in the developing world. Health policies must respond to the need to increase 
quality of life of both present and future cohorts of the elderly population. 

WHO believes that by promoting older persons’ citizenship will enable them to live their lives 
to their full potential. A healthy/active older person is a resource to their families, their 
communities and the economy. “The Global Movement on Active Ageing” comprises all of 


civil society and symbolically was launched in October 1999 ; 
on International D 
Persons, during the International Year of Older Persons. . Ph Oidg 


By social integration of severely marginalised groups 


. ie rat ee integration of severely marginalised groups, such as refugees, victims of disasters 
e socially alienated, the mentally disabled, the very old and infirm, abused children and 
women, and the poor, is a challenge for mental health promotion. 


Effective Interventions and Barriers 


to Implementation 


e Although many effective interventions are available for mental health patients (e.¢., family therapy is 


associated with a 50% reduction in relapse rates for schizophrenia), there is a significant gap between 
their availability and widespread implementation. 


e Even in best-case scenarios (i.e. 


a nation. 


Stigma and discrimination towards those with mental disorders influence negatively on their 

access to care and social integration. It should be noted that in many cases psychiatric 

treatment itself produces stigma when provided in inhuman settings. Stigmatisation, poor 
hospital conditions, isolation, human rights violations in addition to high costs all form the 
traditional set of very challenging barriers to care in large tertiary institutions. 

* The centralisation of the mental health care delivery system, which still relies on large, 
traditional and harmful psychiatric institutions, not only is irrational from a financial point of 
view, but also concentrates the often scarce resources in few places that are isolated from the 
community. 

= Health insurers very often discriminate against the chronically ill and the poor. 

* Mental health legislation is very often inadequate to protect the rights of the mentally ill. 
This means that individual needs are not always taken into account and care and treatment are 
provided in a restrictive environment without clearly defined grounds for involuntary hospital 
admission or seclusion. 

" The lack of awareness of policy makers, the lack of skills, mental health training and 
supervision of primary health care providers or, in some instances, even of the mental health 
professionals, are formidable barriers to proper case recognition and treatment. 

= Poor coordination between services (including non-health sectors) often makes the response 
to the need of the patient fragmented and therefore ineffective. 

# Private sector providers (seeking profits) often find themselves in a position in which they are 
under a disincentive to provide adequate care. aad 

» Finally, the unreliable procurement of drugs and poor regulation make the availability of 

essential psychotropic drugs one of the major obstacles to minimum care delivery. 


Conclusion 


In order to overcome a number of these barriers, it is necessary to break traditional approaches exclusively 
based on a biomedical paradigm. Any innovative approach to mental health policies and go 
development should be based on empirical, ethical and epidemiological evidence. In ua er 3 
evidence should derive from epidemiology and services research, common sense, a cae ome 
framework and, last but not least, from the longstanding evidence of the many failures of tra Te 
psychiatry. Therefore, it is necessary to broaden alliances beyond the Peale ay By at 
beyond the health sector. There are sufficient resources, expertise and wi ingness, y ich re i ie 
number of actors including consumers themselves, family members, general practitioners, primary he 


care workers and the community at large. 
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WHO Mental Health Strategy 


e Advocacy 


e Policy 


To raise the profile of mental health on the political, health and development agenda of 
governments and of international and national organisations with the potential to positively or 
negatively impact mental health. 


To fight human rights violations, s 
affect access to care, quality of care, recovery from illness an 


tigma and discrimination of all kinds which detrimentally 
d equal participation in society. 


To integrate mental health into the health sector and in the context of health sector reform 
with clear recommendations for national and local level mental health organisation and 
management (é.g., decentralisation), financing, legislation, primary care, private/public sector 
mix, the procurement and regulation of psychotropic drugs and human resources, linkages to 
sectors outside health (e.g., housing, pensions, employment and education) as well as 
strategies to address the many and varied barriers to implementation at all levels of the health 
system. ° 

To make the improvement of communities’ social cohesion (e.g., through institutions such as 
schools, the workplace and through community support networks) an important mental health 
promotion strategy and policy. Social cohesiveness is a protective factor for mental illness 
and leads to better patient outcomes and to enhanced economic growth. 


e Interventions 


To document and disseminate the evidence for specific cost-effective treatment, prevention 
and promotion interventions for neuropsychiatric disorders, focusing on psychosis (¢é.g., 
schizophrenia and bipolar disorder), depression, epilepsy and suicide prevention, which are 
the most important contributors to the burden of disease. 

To provide recommendations on how to best integrate effective interventions into the health 
sector and its reform including the incorporation of a mental health component into primary 
health care through training, the monitoring and supervision of primary care workers by 
specialists, and the creation of systems of referral and back referral between primary care and 
specialist services. 


MENTAL HEALTH OF EUROPEAN YOUTH: 
ORLD FEDERATION OF MENTAL HEALTH RESPONSES 


Prof. Dr. Marten W. deVries’ 
World Federation for Mental Health (WFMH) 


NGO AND W 


Youth and Mental Health in Eastern Europe 


Improvements in the general health of children and 
triumph. Health statistics have shown constant g 
youth due to improvements in health care and educ 


youth over the last decade have been a great source of 
ains in the health and growth status of children and 


ation. However, areas of continuing risk exist. These 
are to a large extent in two areas: infectious diseases, such as the risk for HIV illness: and mental health 


disorders, such as suicide, depression and substance abuse. The emergence of mental health problems 


among the young occurs against the backdrop of the growing awareness of mental health as a universal 
public health concern. 


Today it is estimated that 12-20% of children and adolescents in the world suffer from a diagnosable 
psychiatric or neuropsychiatric disorder. Only a small portion (3 -5%) receives medical or therapeutic 
attention for these problems. The average age for the onset of depression has currently reached 27 years. 
Suicide risk in the young population has also greatly increased with staggering numbers coming from 
European countries, particularly Eastern Europe. Lithuania, Russia and Estonia lead with astounding 
suicide rates of between 64 and 74 per 100,000. 


The problems of youth are becoming apparent at a time when concern is focused on the health problems 
of the elderly. This has led to relative inattention in research and development of services for the young, 
resulting in an exacerbation of problems in parts of the world that are already underresourced and 
undercapitalised, such as Africa and parts of Latin America and Asia. The problems are even more 
marked in Eastern Europe with its recent history of vast social transformation and current economic 
hardship, leading to a developmental inequality between east and west that is the largest in the world 
(World Bank, 1993). 


As is the case globally, mental health problems are not randomly distributed throughout the population 
but are nested in areas of risk in the population. In addition to risk, the experience of illness in daily life 
varies by person over the course of the day, with relatively smaller periods of time than would be 
expected, being spent symptomatic. The fact that illness is concentrated in time and place renders 
research and intervention into such problems relatively optimistic. Some examples of good studies are 
those carried out by Silbereisen (1999) and his colleagues at Jena University. As in the West, the study 
reports that the most vulnerable group to mental health problems are found in high-risk populations such 
as young, uneducated women in Eastern Europe. The study also noted that while a cultural change in 
attitude has taken place among youth, from the previous East German notions of collectivism to the more 
individualistic-oriented western views, this has not at all been true in the older generation, creating a 


generation gap of greater than normal proportion. 


Life events also contribute to mental health problems. Worldwide migration and traumatic events in 
Eastern Europe, such as Chernobyl with its fear, stress and upheaval, have created even more problems 


* I wish to thank René Reijnders, Charles Kaplan and Mat Abbott for their assistance in preparation of this 
wis ’ 


manuscript. 


for youth in these affected areas. Studies from Chernobyl! (Havenar, 1996) show that the youth from a 
Chernobyl area, reported decreased feelings of control, demoralisation, increased anxiety, decreased se ; 
esteem and, particularly in Belarus, the feeling of “no future.” Mental health problems in these parts 0 

the world were found again to be concentrated in young and uneducated females and in mothers with 
small children, who had four times the normal risk over the rest of the population, which already had a 


double risk. 


Another major area of concern for youth in Eastern Europe is alcohol and drug use. The abuse of alcohol 
in relatively young males has resulted in an increased mortality in Russia to a mean age of below 50. The 
mortality rate from alcohol has been shown to be concentrated in the 30-34 year-old age group, but 1s 
heading upward (Cockerham, 1997). These mortality and morbidity changes are related to lifestyle, 
alcohol consumption, stress and lack of health care. Additionally, there is no stigma in Russia and many 
Eastern European countries to drunkenness. This cultural tradition is evident in the economic statistics of 
the former USSR, where 35% of the state’s 1998 budget derived from the vodka tax. This implies a 4.1- 
gallon annual per capita consumption of hard liquor during that period. Furthermore, the use of opium 
was also relatively widespread in the former USSR youth. Focus groups with current drug-using youth 
showed that they had a bias against the use of alcohol. These groups experienced boredom and had 
developed no other interests in their lives. Drugs and the “drug-use identity” were passed from friend to 
friend, user to user, through a cohesive social network. 


The above are but a few examples of specific areas of risk and the groups associated with them. On the 
upside, general and specific high-risk group interventions and prevention strategies are available, many 
having been developed over the last 10 years by the Society of Prevention Research Programme of the 
WFMH!. NGO and government efforts related to early detection, public education and advocacy could 
have important value in youths’ mental health development. A recent statement by the European Union 
at a meeting in Tempere, Finland on social inclusion and mental health supported a strong intervention 
and prevention programme related to mental health in Europe. The WFMH could assist the development 
of mental health associations in each country as well as by means of linkages to Mental Health Europe, 
WEMH’s European Regional Council. This will help create an increased focus on resourcing mental 
health services. From the European point of view, support for mental health care development in Eastern 
Europe should be placed high on EU governments’ lists. 


NGO Role and Government Partnerships 


mere health NGOs and mental health associations have long played an important role in mental health 
ds Gas. iP eae i: significant in the future if advances are to be made in the areas of patient 
seni Ale ae aie apa e100» prevention and the promotion of mental health. The most 
Gee uae ot aif eer e Most voluntary organisations strive to advance mental health 
ae tana A air be they do this ina wide variety of ways. While they often provide certain 
es bakes Se dy supporting their own members or providing help for others, advocacy 
yee ob) Mane Peat and influencing government and other policymakers. The growth of 
oh eden : | + 1ons and family advocacy groups has helped to make services more responsive 

cludes greater protection for patient rights. In Figure 1, NGOs are positioned within 


a model of the diverse groups involved i 
individual to mmatual help pal ed in advocacy for mental health from formal to informal and from 


Disorders: the Coming To ; 
gether of Science, Policy ‘ 
Georgia, December $8. 2000. if ce, Policy, and Programs Across Cultures. The Carter Centre, Atlanta, 
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Figure 1 


Formal Carers 


Professional Advocacy 


Family / Friend / 
Relative Advocacy | Citizen Advocacy 


Informal Carers 


One aspect of advocacy is identifying previously unrecognised or neglected needs or problems and 
placing them on the public agenda. This might involve research, media campaigns, conferences and 
lobbying officials and politicians. A number of organisations have concentrated on bringing previously 
hidden problems out of the national closet. WHO has continually highlighted the importance of advocacy 
and agenda setting--of moving mental health higher on societies’ hierarchy of values. 


Public education and countering stigma about mental disorders and health are common activities 
undertaken by voluntary organisations. Self-disclosure of past or current mental disorder by prominent 
citizens appears to be particularly effective in changing public attitudes. Raising funds for research and 
undertaking research are additional roles. Typically research conducted by NGOs has a strong applied 
focus and relates to advocacy and other activities. 


There has been rapid growth in voluntary mutual help organisations for people suffering from a wide 
variety of problems including severe mental disorders, for high-risk groups and caregivers. In some 
countries, it has been estimated that more people receive help from these organisations than from mental 
health professionals. Often self-help groups develop into national or even international public education 
and advocacy organisations. The Schizophrenia Fellowship provides an example of this transformation. 
Participation in voluntary organisations helps to increase the confidence and effectiveness of individuals 
and groups in attaining desired ends. It empowers service users and others concerned about mental health 
matters. 


Voluntary organisations are typically more flexible than statutory or private service providers (Abbott, 
1998). Indeed, they often arise in response to rigidity in these sectors. Not only do voluntary 
organisations identify previously unrecognised or under-serviced needs, they often develop, pilot and 
evaluate innovative services. Sometimes they continue to provide them or better spin them off to 


mainstream providers. 


A number of voluntary organisations provide health and related services (¢.8., accommodation, ) drop in 
centres and employment instead of, or in addition to, advocacy and education. Some provide cali 
services that are more acceptable to groups of consumers. With public sector reforms in a number o 
countries and the introduction of market principles into health and social Services, many voluntary 
organisations have become dependent on government contracts for the provision of services. oie 
doubt in many cases enhancing service delivery, this can and does compromise advocacy and watch dog 


roles. It is difficult to bite the hand that feeds you! 
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Coordination is another role that some NGOs perform. This is particularly important given the expansion 
‘n the number and variety of mental health organisations within the voluntary, government and private 
sectors. There is increased opportunity for conflict and chaos. It is important that ways to resolve 
conflict and agree on common purposes are found. Coalitions and multi-member organisations provide 
examples of this. When NGO, public and private sector groups work together they can achieve more than 


either sector could working alone. 


nd NGOs share a basic complementarity. NGOs in mental health, such as WFMH, 
operationalise and represent civil society, while governments represent the wishes of the ministry of 
health, for example, campaign promises and the use of tax revenues. NGOs are in a position to stimulate 
public opinion so that politicians can act in concert with the will of society. To do so, special attention 
should be paid to developing relationships with the media. As an instrument of advocacy there is nothing 
more powerful. It is important for the NGOs and the national and international media to take the time to 
understand and get to know one another, in order to develop partnerships with strategies of mutual 
interests. WFMH has developed such an approach with World-View Foundation and Y.A. Television 


among others. 


Government a 


In summary, government and NGOs have different, but complementary, functions. Governments can- 
Provide “value statements”; , 
Convene parties; 

Create consensus; 

Formalise organisations, 

Institute statutory change; 

Fund (using tax base); 

Sustain efficacious programmes; and 

Develop standards. 


NGOs or voluntary organisations can carry out: 
e Advocacy; 
Agenda setting; 
Facilitation of NGO resources, media, research; 
Public education (create demand); 
Innovation; 
Empowerment and mutual help; 
Service provision; 
Coordination of NGO and governmental resources; 
Human rights. 


pes cle area of activity for NGOs is to correct, over an intermediate range of time, the major 
Pp of sustainability. This is best done by facilitating efficacious programmes and developing 


secure i ili 
daen > eyes Kok et al. (1996) among others have demonstrated the massive decrement in 
nability in prevention and service programmes (see Figure 2). 


Figure 2 


eee wee: NS soaps 

This work demonstrates that few programmes have sustained functioning after a two-year period, despite 
being disseminated, adopted and implemented. A plan for sustainability is crucial and requires special 
attention. Facilitation by NGOs of efficacious programmes should become a key activity so that these 


programmes may survive sufficiently long to be passed on to a governmental partner in mental health that 
is able to support good programmes through tax revenues. 


Towards Partners for Mental Health: WFMH Response 


At this time of worldwide interest in mental health, the WFMH is changing and growing. Proud of what 
WFMH has achieved over the years, we are also humbled and awed by what we have yet to do in terms of 
reaching our mental health aims. The odds against promoting our goals are perhaps greater than we had 
assumed. We face the challenges of regional development, organisational stability, and promotion of 
solid programmes and partnerships. Despite a list of recent achievements (e.g., increasing collaboration 
with UN agencies, WHO, ILO, UNESCO, etc., the secondment to the World Bank of a WFMH mental 
health representative, advances in regional developments such as those made by Mental Health Europe, 
and new progress in the international consumer movement), we have much to do. While we have gained 
momentum, we are far short of covering the distance necessary to attract the full attention of governments 
for mental health, particularly for the needs of those suffering from mental disorders and new risk groups 
such as youth. In addition, there is much to do to empower individuals to promote their own well-being. 
There is much to do in terms of strengthening WFMH’s organisation. There is much to do in increasing 
the numbers working for mental health. There is much to do to educate potential advocates in all of the 
world’s regions, so that they may influence mental health and human rights policy. And there is much to 
do to overcome barriers and create partnerships in mental health between governments and non- 
governmental agencies. 


Figure 3: Overcoming Barriers to Global Mental Health 


I III i:— 


Barrier Solution 
“* Recognition and awareness Promotion, education, evaluation of solutions 
“* Implementation Develop mental aii aie Pavitel aah ina asia sate 
“* Sustainability National mental health policy & laws, govt. 


* Resource limitation Tax, industry, human, mental, World Bank/other “piggyback” grants 
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partnerships in mental health is not easy. However, we need to understand 
another, where we come from, what we represent and what we are able to share and offer to each other 
now and in the future. This requires an open exchange of information while standing on equal footing. 
The current overcrowded world of mental health, with approaches and interventions from refugees and 
depression to the schoolyard, requires that we prevent “Balkanisation” of mental health groups and learn 
to work together as much as possible. In short, there 1s much to do to further develop WFMH as an 
organisation envisioned by early founders Harry Rees and Clifford Beers as a “continually functioning 


agency to promote mental health.” 


The process of creating 


The Global Mental Health Need 

The current mental health need has been highlighted in a number of institutes of medicine, World Bank 
and academic reports. These have made it clear that the mental health burden of the world’s poor, who 
are inheriting the health problems of the rich, is great and increasing. Problems such as sedentary 
occupations, inadequate physical activity, unsatisfactory diets as well as tobacco, alcohol and drug abuse, 
are an added burden. While morbidity is tending to decrease worldwide in developed nations, this is not 
true for the developing world. The burden of mental disorder continues to grow. The major sources of 
debility are depressive disorders, self-inflicted injuries, dementia and alcohol dependence. The burden is 
greatest in the developing world and will become larger still in the years to come. By the year 2025, 
three-quarters of all elderly persons with dementia--some 80 million of them--will live in low-income 
societies. Mental retardation and epilepsy rates are three to five times higher in those societies. Some 70- 
90% of patients with epilepsy--a treatable condition for which cost effective drug therapy is available--do 
not receive anticonvulsant drugs. More than one-third of the global burden of illness is preventable, at 
least in theory, by changing the behaviors that increase the risk for illness, a challenge that will require 
large-scale social interventions using the media, public educational institutions and the primary health 
care system. 


Figure 4: Global Mental Health Need 


“* Neuropsychiatric disorders account for more than one-quarter of the 
years of life lived with a disability (DALYs); 

** Depression is the fourth most important cause of DALYs, and will be 
the second most important in the year 2020; and 

** Suicide is the tenth leading cause of death in the world. 


Source: Desyarlais et al. (1995). 


The continuing low priority accorded to mental health is neither justifiable 
nor tolerable 


sae babies Bank has calculated that mental health in the future should receive central importance 

os ok 7 en a time when neuropsychiatric disorders account for more than one-quarter of the years of 

will ist deal eeaieel (DALYs), when depression is the fourth-most important cause of DALYs (and 
nd-most important in the year 2020), and when suicide is the te 

ite wa ; nth-leading cause of death 

in the world, the continuing low priority accorded to mental health is neither justifiable 8 tolerable is 
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Figure 5: Top 10 Causes of DALYs in the World 


Both Sexes, 2020 
Disease or Injury DALYs Cum. % 
(‘000s) 

SUR! Menelvinds ws SBOGIE ise 
2. Depression 78,662 116 

3. Road traffic accidents 71,240 167 

4. Stroke, 61,392 211 

¥. COPD 57,587 253 

6. LRI . 42,692 284 

*7. Tuberculosis oy be) 314 

8. War 41,315 344 

9. Diarrhoeal diseases 37,097 371 

10. HIV 36,317 397 

All Causes 1,388,836 


Source: World Bank (1993). 


A common rationale for neglect is the claim that there are no treatments or that available treatments are 
too costly. But the opposite is true. There are impressive cost-effectiveness data for the treatment and 
prevention of developmental disorders secondary to birth trauma, infections, micronutrient deficiencies, 
poisonings, trauma, for the treatment of epilepsy and for the rehabilitation of patients with chronic mental 
disorders such as schizophrenia, among others. 


Figure 6 
Cost-Effective Treatments Available for: 
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These needs, coupled with the fact that a fifteenth-fold debt increase in developing countries has taken 
place in the last two decades and that 80% percent of the world’s people control only 20% of the global 
GNP, require that we respond at an international as well as national level. Public mental health will be 
intricately linked in importance to physical health in the developing world in the years to come 


(Eisenberg, 1998). 
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The World Federation for Mental Health 


The mission of the WFMH is to promote, among all people and nations, the highest possible level of 
mental health in its broadest biological, medical, educational and social aspects. The WFMH re a 
world in which mental health is a priority for all people. Public policies and effective programmes re 7 
the crucial importance of mental health in the lives of individuals, families and communities, and in the 
political and economic stability of the world. The interdependence of mental and physical health within 
the social environment is fully recognised. Serious and effective programmes are focused on research, 
training and services for promotion of mental health and optimal functioning, prevention of disorders, and 
care and treatment of those with mental health problems throughout the life cycle. Those who experience 
mental, neurological and psychosocial disorders are understood and accepted, respected and treated 


equitably in all aspects of community life. 


WEMH has four major goals: 
e To heighten public awareness, to gain understanding and improve attitudes about mental 
disorders; 
To promote mental health and optimal functioning; 
e To prevent mental, neurological and psycho-social disorders; and 
© To improve mental health care and treatment. 


WEMH is unique because it is not constrained by political or governmental policy (such as human rights 
issues, mental health acts, etc.). It is flexible in its approach and has a grassroots, broad and oecumenical 
membership. It is also able to convene a broad range of partners in mental health, has worldwide regional 
representation and currently is increasing its organisational strength and improving its scientific base. 


History of the World Federation for Mental Health 


WFMH is the world’s largest international, non-governmental, voluntary mental health association of 
organisations and individuals, representing citizen volunteers, professionals of all disciplines, and users of 
mental health services. There are approximately 170 national or international organisation members, 170 
regional affiliate members, and a large number of individual members. The WFMH is accredited as a 
mental health consultant to all of the major agencies of the United Nations. Its ecumenical membership is 
bound together by dedication to the goal of improving global mental health in its broadest sense. Its 
mission, described in its articles of incorporation, is "to promote the mental health of all of the world’s 
peoples in its social, educational, medical and biological aspects." 


The WFMH pursues its mission mainly through the work of Collaborating Centres, topic-oriented 
committees, advocacy and education, aimed at the United Nations, governments and the general public 
It acts through regional conferences, biennial world congresses, consultation, the International Committee 
of Women Leaders and First Ladies, volunteer representatives at major UN offices, an annual World 
Mental Health Day co-sponsored with WHO and a quarterly newsletter. Major themes are preventin 

mental illness, promoting positive mental health, particularly of minority groups including sR 


protecting the human ri i : 
<Sig an rights of people defined as mentally ill, and improving the delivery of mental health 


Mu , aes ; 

i aoe wf ge within WFMH regions, some of which have developed Regional Councils. The 
ie oe ei . Mediterranean, Mexico-Central, America-Caribbean, Europe, North 
, east Asia, the western Pacific and Oceania. The Eu itis uni iy 

the : ; ropean Council is unique in that its 
development is tied to that of the European Union. WFMH also engages in service and uae through 
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university-based Collaborating Centers. 


women’s health, torture victims, drug abus 
Africa. 


These currently focus on prevention, traumatised refugees, 
©, aging and socio-cultural issues in mental health in southern 


The forerunner of WFMH was the Internati 
onal C 
USA in 1919 by Clifford Beers, a sufferer from, ee Mental Hygiene (ICMH), founded in the 


comprise a Board of Directors headed by a president 
who Serves a two-year, non-renewable term. There are nine regional vice presidents, some of whom also 
function as chairs of WFMH Regional Councils. 


¢ WEMH Components: 

Board of Directors; 

Secretariat; 

Regional Councils with Vice-Presidents (9 regions); 

Scientific Collaborating Centres; 

Topic Committees; 

Mental Health Associations; 

International User and Consumer Panel: 

UN Representatives (WHO (Geneva), UN (New York), UNDCP (Vienna), UNESCO 
(Paris)); and 

* Special Advisors (e.g., organisation, media, WHO, science, users). 


e Current Key Programmes 


Mental health advocacy is one of the key aims of WFMH. Its ecumenical, independent and global 
presence positions it well to advocate for human rights and health care reform with less constraint than 
government agencies. This includes influencing public opinion to help create the political will to enact 
and implement improved mental health policies. 


World Mental Health Day 

Mental Health Advocacy and Association Development 

Media Awareness Campaign 

World Bank Secondment 

International Women Leaders for Mental Health 

UN Human Rights Committee (theme: Mental Health Day 1998) 
Consumer/User Involvement 

Mental Health Watch 

Corporate Development Programme 
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e Mental Health Science Development and Health Care Information Dissemination 


The growing burden on world health due to mental health has created a need for inte ates 
coordination of scientific and health care service delivery information, while remaining sensitive to loc 
cultural conditions and resources. The WFMH relevant programmes are. 

= Consortium Centre for Public Mental Health (www.ccpmh.net); 

= Prevention Task Force, 

» Biennial Prevention Congress 2000; 


= Internet Mental Health Network (www.mentalhealthnet.org); 
= Primary care training in mental health (in collaboration with Distance Education, media and 


WHO); 
= Develop research foundation in the field of work and mental health. 


© WEMH Strategic Plan by Goal 


Goal 1: To heighten public awareness, gain understanding and improve attitudes about mental 
disorders 

This goal seeks to gain understanding and realistic attitudes about mental health and disorders. -The goal 
will be reached when the importance of mental health in the lives of individuals and in the world’s 
societies is reflected in public and private policies and in the allocation of human and financial resources. 
Worldwide education must reach the lay public, economists, service providers, educators, business 
leaders, other non-governmental organisations, relevant teaching institutions, political and religious 
leaders. 


To create the political will needed to change policies and practices, accurate information must be made 
widely available about the seriousness, extent, and the human and financial costs of mental illness, as well 
as the advances in treatment and the increasingly promising research programmes on mental health 
promotion and mental illness prevention. 


Examples of actions that will help to achieve this goal: 
= Develop and promote world-wide public awareness campaigns (e.g., World Mental Health 
Day, Women Leaders for Mental Health, public service announcements and other media 
packages); 
= Develop regional campaigns based on specific needs (e.g., media messages in appropriate 
cultural context by region and development of regional leadership in public awareness 
campaigns); 
* Exploit the use of modern technological advances (e.g., expanded 
+ 40 use of the In 
World Wide Web); and ‘ ‘ st alin GRE 
Develop strong linkages with partner organisations for public awareness (e.g., mental health 


associations throughout the world, United Nations agencies especially WHO and 
governmental agencies). 


—- ~ To promote mental health and optimal functioning 

Mental 

aiiiies. 2 ae consists of experiences and interventions that foster strength and resiliency in 

een yf a and communities. The development of skills, competencies, assets and attitudes that 
€ the characteristics of resiliency result in more successful coping with the challenges and 


a ee 
ga of re life, enhanced protective factors that contribute to health and optimal development, and 
uced vulnerability to risk factors that threaten health, development and well-being ) 
g. 
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Examples of actions that will help to achieve 
* Promote emotional well-being o 
= Develop educational materials 0) 
* Design school-based programm 

relations; 

" Target mental health promotion mes 
* Promote work place well-being; 
* Develop materials targeting community and religious organisations; and 


* Promote expansion of research base on resilience, management of life stresses and healthy 
mental and emotional development throughout the lifecycle. 


this goal: 

ver the life span with special emphasis on children; 

n healthy emotional development; 

es for conflict resolution, skill development, peer and family 


Sage to pediatric and primary care settings; 


Goal 3: To prevent mental, neurological and psycho-social disorders 

Prevention of mental, neurological and psychosocial disorders is one of the most urgent public health 
concerns in the world. Research increasingly demonstrates that reducing risk factors is an effective 
approach to preventing some mental disorders. Evidence also shows there is significant potential for 
developing generic prevention models that can reduce not only a single undesirable outcome but also a 
spectrum of life-damaging mental and behavioral problems. Until recently, the application of evidence- 
based preventive intervention strategies had been largely ignored. Gradually, this is changing, but there 


remains a large gap between what is reported in scientific literature regarding effectiveness and what is 
available for local communities to use in practice and policy. 


Examples of actions that will help to achieve this goal: 

= Promote the expansion of the prevention field, including research, training and services (e.g., 
survey the scientific knowledge base and increase needed research for effective prevention 
intervention programmes, develop training models for prevention personnel, examine primary 
prevention activities around the world and address the variation in risk factors and the design 
of culturally sensitive prevention programmes and promote application of effective 
intervention practices); 

* Disseminate information about effective prevention practices and programmes (e.g., utilise 
WHO projects and programmes, build on U.S. Institute of Medicine Report on Reducing 
Risks for Mental Disorders and utilise technological advances to link prevention programmes 
world-wide); 

= Heighten public awareness of risk factors for mental/emotional disorders (e.g., raise 
consciousness of family issues affecting mental health, such as child and domestic abuse, job 
loss and marital stress, and identify the effects of social and economic issues on mental and 
emotional functioning, such as human rights violations, extreme poverty and discrimination); 
and ~ 

= Promote the improvement of the status of women, especially educational opportunities and 
work toward elimination of sexual exploitation of children. 


Goal 4: To improve mental health care and treatment | | 
A critical challenge facing mental health policy makers and service providers around the world is to 
ensure that the latest advances in treatment and care for mental disorders are implemented in communities 
and that affordable mental health services are available to all who need them. While treatments do exist 
for certain conditions (for example, depression, epilepsy, and schizophrenia), many nations face difficult 
financial and organisational challenges in making these treatments available. In addition, mental health 
systems around the world are undergoing profound changes in the way mental health services ae 
organised and financed. The WFMH can play an important role in bringing together diverse ee eee 
groups of health policy makers, consumers/users, family members, service providers and others to share 


‘deas. research findings, and promising practices, and to promote the development of effective service 


systems. 
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Examples of actions that will help achieve this goal: . . 
= Advocate for effective, accessible, and appropriate mental health services for all who need them 


(e.g., target information campaigns to policy makers, hold policy forums under WFMH banner in 
specific regions, use World Congress to develop policy capability within WFMH membership, 
conduct activities linking science to advocacy, use collaborating centres to inform development 
of advocacy materials and identify effective practices for advocacy); . 
= Promote the involvement of consumers/users and families in policy planning and implementation, 
= Provide opportunities for the exchange of information on effective service practices among 


service providers and administrators, ; 
= Promote effective dialogue between consumers/users, family members, providers, and policy 


makers; 
= Promote the protection of human rights and dignity for consumers/users and their families in the 


mental health system; and | 
= Promote international sharing of ideas, research findings, and promising practices for effective 
community mental health services. 


Today, with WEMH’s newly developed strategic plan that includes specific programmes in advocacy, 
prevention, mental health training, women, aging, substance abuse and refugees, to name only a few. 
Many opportunities exist for cooperation between WHO, WFMH and other partners in mental health, 
including joint programmes in mental health promotion and prevention and service development, 
particularly in developing areas and with uprooted populations. The key issue is to move beyond the 
statistics that have highlighted mental health problems thus far, undertaking culturally sensitive and 
effective action. To do so, we can work together to overcome barriers to recognition and awareness of 
mental health problems by implementing prevention and service programmes and ensuring their 
sustainability at the country level while focusing on under-served populations. 


Postscript 


Today, when epidemiological studies remind us that the lifetime prevalence for a mental disorder is one 
out of five individuals worldwide and the risk for mental health disorder is clearly increasing for 
vulnerable youth in Eastern Europe, all persons at some point in their life will be confronted with a 
mental disorder within themselves, their family or social network. This fact makes our mandate clear 
We are not dealing with a marginal problem, something that can be put aside, ignored or tigate. 
Instead, we must promote a response to a major public health and economic problem, one for which we 
can point to solutions. The problem is not about “them” but about “us” all. An open door to all partners 


in mental health has marked the 50th anniversar i 
y of the WFMH in 1998. W 
keep the door open in the years to come. soci Wage etna! Beall 


aati aoe 4 ‘alata that “it takes one hundred years to develop a good human being.” 
er years into its development and it may take us 100 iat 
years to develop an appropriat 
response to the world mental health need. If it does develop into ‘ta good human being” deheetitings sidtal 
’ 5 


populations and future generations, it will b 
; e totally due to your efforts icati 
large measure, your ability to share your love. 2 ints rmohomrtaaigl hee lesa 
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CHALLENGES AND PRIORITIES IN EUROPE 


Dr. Pirkko Lahti 
The Finnish Association for Mental Health 


Why Do We Need NGOs? 


e NGOs are needed because governments will never be able to develop comprehensive services. 

e Private citizens have the energy, new ideas and willingness to act, characteristics that can be 
constructively channelled to develop society. 

e The general economic recession has limited the availability of government services therefore new 
services developed and implemented by NGOs are needed to fill the void. 

e Problems of various types, especially those related to exclusion, have increased the need for 
activeness on the part of NGOs. 

© The work undertaken by NGOs often leads to the identification of problems and problem areas. 
NGOs typically launch activities in advance of official systems or they substitute for official 
system. 

e NGOs are engaged in building up a society with a human face. Consequently, members of 
society do not perceive themselves as outsiders or mere figments of statistical language and 
minds, but instead real people. Cases become people. 


NGOs’ Activities: 


° Make matters manageable for individuals because they bring together and articulate information 
supporting daily life situations, 

e Promote dialogue because they force people to discuss matters; 

e Increase people’s capacity to tolerate differences, as it is through tolerance that different 
viewpoints are accepted and people integrate; 

e Promote solidarity because people then feel they are a part of a group; 

e Support people’s well-being because there is an active human image in the background and this 
promotes the idea that people also influence their own well-being; 


e Add to our sense of responsibility for other human beings through citizens’ advocacy; and 
e Promote commitment. 


I believe NGOs’ activities to be an essential operational precondition for all democracies. 


For What Do We Need NGOs’ Activities? 


In Europe, NGOs’ activities primarily are needed to circumvent social exclusion and to make the 
problems of everyday life (such as unemployment, the role of women, equal opportunity 
viewpoints, the voice of children and adolescents, and families in vulnerable conditions) known 
to decision-makers. 

NGOs’ activities are also needed to strengthen the status of mental-health patients, to develo 

BUPEOH functions for the elderly, and to take up the causes of prisoners and disabled persons ‘ 
NGOs’ activities are just as appropriate in the channelling of different or alternative information 
It often happens that information collected by research institutes remains “untouchable.” NGOs 
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are extremely suitable as bodies for ex 
needed. The materials of many compl 
distributed only among recipients wh 
circulated via NGOs in their face-to 
Information becomes action and caus 


perimenting with this information and taking it where it is 
eted studies remain unshared at research institutes or are 
0 allow them to end up in wastepaper baskets. Materials 
-face processing reaches its destination in the best manner. 
€s people to commit themselves. 


The Basic Role of an Organisation in Operation 


As I see it, NGOs have four basic roles: 


° They Serve as expert Organisations and bring with them special content-based knowledge from 
within their own sectors, either in the form of reports, minor investigations or cooperation 
projects. Experts are also needed in dealing with legislative questions and in formulating 
administrative practices. From the organisations’ point of view, this type of knowledge 
accumulates especially through the experiences of and the services used by their members. This 
is known as user and citizen expertise; 

e Next, NGOs serve as producers of services. In this capacity, the services in question are those that 
society has lacked or that only have been provided on a short-term or trial basis. For example, 
currently in the sector of non-institutional care in the field of mental-health, there is an urgent 
need for developing new methods and operating models; 

e Additionally, NGOs’ activities constitute an active forum of togetherness for members. People 
feel that they belong to a certain group, they share common values and they find their own sphere 
of experience to be enriched. NGOs’ activities should, for their part, ensure that people have a 
good time, but they should also strengthen the sense of success and thereby the sense of being 
human; 

e The final role of NGOs’ activities lies in the powerful significance of networking--strengthening 
common viewpoints of organisations adds to their impact, their accomplishments and their 
recognition. Seldom can an organisation operate alone. When allied with others, much can be 
achieved. The operating mode becomes crucially important—existing know-how regarding 
traditions must be joined to new and existing points of view. 


NGOs’ activities are also set apart by the fact that volunteers’ derive satisfaction from their contribution. 
Usually this does not take the form of money or rewards, but mainly of acquiring training, enjoying one 
another's company and of witnessing the realisation of their endeavours. Together, these have a great 
motivating impact. However, central in this are staff care and training, and, of course, Se 
excellence of operation. Under no circumstances should one automatically assume that NGOs activities 
are always good; a critical approach must continually be maintained in analysing one's own operation. 


New Challenges in the New Millennium 


Europe has quite clearly transformed into a citizens’ society. The possibility for citizens’ influencing 
matters is emphasised by national legislation. In addition at the international level, there is a tendency 
nowadays for the viewpoints expressed by organisations’ spokespersons to be listened to more readily 


than before. My personal experience has been that decisions taken in some European countries actually 


transfer certain social activities to NGOs. This is a powerful demonstration of the trust placed in the 


know-how of these organisations. 


European citizenship is an example of a subject of current interest within the European 


The concept of is being prepared at this very moment. All that 


Union (EU), as a charter of fundamental rights for Europe 
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d in the charter concerning the sphere of freedom of citizenship, of assembly and of 


is being include Ps | 
the activities of NGOs especially within the EU region. 


expression, also will have a decisive impact on 


As regards NGOs’ activities, a major task lies ahead in providing the mental health care sector with 
services of high standard, a sound information-dissemination system supporting the prevention of 


problems, and of a seamless and stepless chain of care and rehabilitation. 


“run programmes”, as it were, should be created for 
ge for the mental health care sector as the new 
cies whereupon nation states would 
preventing problems, to after-care 


At the international level, priorities should be set and 
dealing with matters. In my view, the foremost challen 
millennium begins is to develop country-specific mental-health poli 
commit themselves to promoting mental health care services, to 
treatment, to networking, and to the concept of broad multidisciplinarity. 


The role of NGOs in the task of policy formulation is central as regards lobbying, looking after citizens’ 
interests and providing information. The people involved in these organisations need to be unflinching in 
what they do. They need moral courage and, in certain situations, composure, but above all they need to 
know how to "package" their message for it to be heard and for success in changing everyday practices. 


Moreover, NGOs have to guarantee the methodology and systematic approach of their own operations. 
They should not agree to function merely as “volunteer fire-brigades” ready to rush to put out individual 
fires. Neither should these organisations take the role of mere watchdogs whining over the inadequacy of 
services. They have to stretch out their own hands in the endeavour of developing services. 
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Ng = i OF THE VILNIUS CHILD DEVELOPMENT CENTRE 
VILNIUS MODEL OF SERVICES FOR CHILDREN AT RISK: 
COMPONENTS OF SUCCESS 


ey Dr. Dainius Puras 
Clinic of Social Paediatrics & Child Psychiatry, Vilnius University 
Vilnius Child Development Centre, Vilnius, Lithuania 


Background 


. The Vilnius Child Development Centre was founded in 1991, after a group of reform-minded 
child mental health professionals initiated the idea of a demonstration clinic in which new approaches in 
the field of child mental health could be implemented, and a model of a new system of services could be 
developed. The Lithuanian Ministry of Health founded the Centre with the clear goal to support the 
initiative of professionals--to develop new and effective approaches in the field of care of children with 
developmental, emotional and behavioural problems. A budget was allocated for staff (a 


multidisciplinary team of professionals), and temporary facilities were allocated for the activities of the 
Centre. 


From its very inception, the Centre kept an ambitious goal--to demonstrate the effectiveness of new, 
family-oriented and community-based approaches to mental health care and to influence change in the 
practice of care for children with developmental, emotional and psychosocial disorders. 


Lithuania, like other post-communist countries, has inherited from the previous system a highly 
centralised, medicalised and dehumanising system of services for all groups of troubled children and 
adolescents--mentally disabled; socially and emotionally deprived; psychiatrically, emotionally or 
psychosocially disturbed. There were no alternative services available other than large institutions such 
as infant homes (orphanages), children’s homes, special boarding schools for mild mental retardation, 
psychoneurological institutions for moderately- and severely-mentally retarded, closed correctional 
institutions for juvenile delinquents and inpatient psychiatric units for children within general psychiatric 
hospitals. 


The philosophy of the Centre is based on the general concept that alternative approaches must be 
developed to gradually replace the existing system of centralised institutions. To achieve this goal, 
emphasis has been placed on several tasks: 


e To develop demonstration models within the clinic of the Centre, with emphasis on 
multidisciplinary teamwork and active involvement of parents; | 

e To replicate positive experience, accumulated in the Centre, through the outreach programmes in 
the city of Vilnius and throughout the country, | | | | 

e To initiate new training programmes for professionals working with troubled children and their 
families; ; ; 

e To facilitate interagency and interdisciplinary cooperation at different levels (e.g., governmental 


and municipal agencies, NGOs, professional groups); a 
© To lobby, using results of the activities of the Centre and other organisations, for changing of 


priorities in mental health and social policy of the government and municipalities; 
© To initiate research projects in the field; and 
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e To analyse international experience in the field and to creatively use best practices of developed 


countries, as well as to try to avoid unsuccessful practices. 


During the first years (1991-1994), the vision and philosophy of the Centre were in the process of 
practical implementation. The Clinic of Social Paediatrics and Child Psychiatry was established as a part 
of Vilnius University, which is responsible for the training of professionals and research in the field of 
child mental health, and is affiliated with the Child Development Centre. The first training programmes, 
with support from foreign professionals, were organised and several attempts to initiate national projects 
were made. The basic structure of the clinic was developed, based on a multidisciplinary team of 
professionals, active involvement of parents and the introduction of psychosocial, psychotherapeutic and 
psychoeducational interventions. This minimised the use of drug treatments, which in the former system 


was the only treatment option for a variety of disorders. 


During subsequent years (1995-1998), the cornerstones of philosophy of the Centre remained the same, 
while the structure was constantly changing because of new priorities and funding possibilities. It is 
important to mention that the combination of different fields (e.g., children with developmental 
disabilities, children with emotional and psychosocial disorders, as well as children at risk in general) was 
based on the belief of certain important “common denominators” among the fields that traditionally have 
been separated in developed countries. Both the field of children’s disabilities and psychosocial (¢.g., 
mental, emotional and behavioural) disorders have been similarly ignored by the previous system. Both 
fields need a new infrastructure based on the involvement of the educational and social welfare systems, 
incorporating a new approach towards families, which have been stigmatised and demoralised, and new 
training programmes based on teamwork and community involvement. 


One of the interesting experiences of the Centre was that while the problem of mentally disabled children 
in institutions became politically sensitive in 1991-1992, the psychosocial problems of children (e.g., 
abuse, delinquency, suicide, homelessness) were only officially recognised by the national authorities 
beginning in 1995-1996. 


In general, reformation in services for disabled children has been more effective when compared to 
changes in the field of psychosocial problems, such as prevention of child abuse, juvenile delinquency or 
the problem of street children. In the field of disabilities, after very hard work by a coalition of parents' 
organisations, reform-minded professionals and national and municipal authorities, a positive "self- 
fulfilling prophecy" developed, demonstrating that it is possible to implement a community-based system 
of services as an alternative to the traditional system of segregated institutions. However, in the field of 
social problems of childhood and adolescence (e.g., street children, juvenile delidtnienay child abuse 
etc.) the signs of learned helplessness still prevail and the principal investments are usually mnhde only oh 


"tertiary prevention"--ineffective stru 
ggles with social metastases-- ‘ 
preventive programmes. ses--instead of developing long-term 


*  siblaiee shar aiid teas at a new system of health insurance that was a serious 
le : re. Insurance was only to cover health care services i 
ames ape the medical model, which meant that only a part of services ispeca ie 
eprint oath 2% = pe national health insurance fund. The activities of the Centre have been 
bear st of their emphasis on multidisciplinary and preventive approaches, which also 
fie ae hate a Despite some losses, both the structure and philosophy of the Centre 
~ Saha ame Clear that the future of the Centre would be guaranteed only with the help of 
urces of funding, itself a very unusual concept in the former system. gi 
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Philosophy of the Child Development Centre 


The Centre ji inati = 

eee ste —_ : a ertadina acs clinic and research and training centre, which, in 
ental, professional and non-governmental anisati i ie 
; vie organisations and international 
artne : 
ae . eaaeioping a model of effective and economic services for children and adolescents with 
con em . engi ae and psychosocial development. Having analysed the 
Ifferent schools in the field of child and adolescent 

: ae aia POF) psychiatry, developmental, social and 
Seine mensattics, paediatric rehabilitation, special education, clinical child psychology and social 
work, the Centre is facilitating development of the best practices in the field of child mental health 


throughout Lithuania. During recent years the Centre in cooperation with partners, developed the "Vilnius 
Model"—a network of community-based services in the city of Vilnius. 


One priority is a reasonable demedicalisation of services, 
components to the system of care, without losing the stren 
tradition of medicalising of social problems. 


adding psychosocial and educational 
gths of a medical model, but challenging the 


Another priority is a creative search for the optimal balance between specialised services and more non- 
specific interventions that might be developed within primary health care, emerging community social 
welfare services and schools. Currently there is a strong and rather successful lobby of psychiatrists and 
other mental health professionals seeking to develop specialised community mental health services. But, 
bearing in mind the experience of developed countries, it is obvious that in any case, the majority of 
children and families at risk will not reach specialised services and will either be left without help, or will 
be supported by interventions from primary care and NGOs. Thus, the philosophy of the Centre is to look 


for the balance between specific services of care and non-specific preventive approaches in the 
community. 


In the philosophy of the Centre, a special emphasis has been made on the empowerment of the family, 
which for many years has been stigmatised, blamed and demoralised for having exceptional children. At 
a minimum, they have been excluded from the therapeutic process. The staff of the Centre has had very 
good positive working experiences with parents of disabled children and parents who have difficulties 
coping with childrearing. Promoting and strengthening the competence of parents and mobilising 
protective factors and resilience within each child, family and community is one of cornerstones of the 
philosophy of the Centre. 


As an example of the philosophical and practical activities of the Centre and the Vilnius Model, a brief 
description of the failure of female social development follows. While it is common to assume that boys 
make up a larger portion of children at risk, the Centre believes the problem of unsuccessful social 
development of girls to be underestimated. In post-communist societies, girls have become the victims of 
child abuse and commercial sexual exploitation. An analysis of the life stories of 12-16 year-olds resident 
in special institutions for delinquent girls demonstrated that a majority have suffered from child abuse. 
The urgent need for new social policy, with emphasis on new long-term preventive programmes for 
young children at risk and their families, was again presented to the government. While public opinion 
towards the "bad mothers failing to take care of their children" remains very negative and often results in 
demands for sterilisation, the philosophy of the Model emphasises the need to share responsibility for 
failures in parenting between parents, the community, the general public and local and national 
authorities. 


In the very difficult socio-economic transition towards democracy and a market economy, when many 
families face enormous economic, psychological and social difficulties, there 1s tendency among both the 
general public and the authorities to resort to scapegoating for social tragedies (e.g., Sapeanapeaes 
children, criminality, violence, child abuse, etc.) In this situation, there is a danger of allocating limite 
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d segregated institutions for disadvantaged groups, as opposed to 
investing in community-based preventive services for children and families. During these sau 
debates, the Centre and its allies (non-governmental organisations and, recently, municipalities intereste 

in budget decentralisation) are actively lobbying for the development of an infrastructure of community 


for children and families at risk. 


funds to strengthen the repressive an 


Achievements of the Child Development Centre 
e At the International Level 


During the eight years of its existence, the Centre has developed international contacts with different 
organisations and institutions interested in changing the system of services for children and adolescents 
with developmental, psychosocial and psychiatric disorders. The Centre is perceived by those 
organisations as an effective place from which best practices in the field can reach organisations, 
institutions and individuals in Lithuania. 


The “international policy” of the Centre and Model has always been to actively lobby for international 
support of a new system of community-based and family-oriented services for children and families at 
risk, and to criticise the policy of giving financial priority to strengthening the traditional system of state 
care institutions for children. 


In 1997, the Centre hosted an international conference entitled Developmental Disorders in Childhood: 
New Approaches for the Baltics and Eastern Europe. The conference, which was sponsored by UNICEF 
and Open Society - Lithuania was attended by 150 participants from 19 countries, and was very 
successful. The model of community-based services for children with developmental disorders, which 
was prepared by the Centre, was presented during the conference. 


In 1998, the programme Development of Community-Based Services for Children with Developmental 
Disorders in Lithuania, developed by the Centre, received a Health for All award from the World Health 


Organisation, as best national programme among community-based women and children’s health 
projects. 


In 1998, in cooperation with the Geneva Initiative on Psychiatry and the Association of Reformers in 
Psychiatry, a decision was made to begin a regional network in child and adolescent mental health, with a 
coordinating office in Vilnius, as part of a programme development unit of the Centre. 


In 1999, during an international conference in Budapest organised by the Open Society Institute and the 
Albert Schweitzer Institute, the Vilnius Model of community-based services for children at risk was 
presented with success for participants from both the east and west. It was suggested by western experts 
that East European participants could host training sites for professionals from the former Soviet ania 


In 1999, the Centre organised with support ’ 
Prevention of Child Abuse. pport from UNESCO, an international conference entitled 


Eh ’ sa : 

area i i Sestang training programme for professionals in the field of child mental health and 

Sih sine —o was developed and an application was submitted together with the Geneva 
sychiatry to Dutch foundations. It is expected that in the second half of 2000. the training 
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e At the National Level 


In 1996, the Lithuanian government a 
developmental disorders for the years 1997 
community-based services for children wit 


pproved a national health programme for children with 
-2001, which has at its main goal the development of effective 
h developmental, emotional and psychosocial disorders. 


In 1995, the Centre organised the first nation 
awareness of the general public and both natio 
prevention of physical and sexual child abuse. 


al conference on child abuse. After the conference, the 
nal and regional authorities has been raised in the field of 


Since 1996, several reform-oriented governmental and non-governmental institutions in the city of 
Vilnius (The Child Development Centre at Vilnius University, Viltis and The Youth Psychological 
Support Centre both NGOs, in addition to the Vilnius municipality) created a network of community- 
based services for children at risk entitled "The Vilnius Model". 


In 1997, after the transition to the new health insurance system, the Centre suggested a model of 
children’s mental health services which would draw from and include the participation of municipality 
mental health centres, general practitioners, schools, the child protection agencies and the new social 
services for children, youth and families. These proposals have been included in the new national mental 
health programme that was launched by Lithuanian government in 1999. 


In cooperation with the Lithuanian Welfare Society for Persons with Learning Disabilities (Viltis), the 
Centre has successfully participated since 1991 in the national programme of integration of disabled 
persons. As a result of this cooperation, the process of integrating mentally disabled children into the 
educational system began throughout the country. The Centre served as a resource and training centre for 
Starting and implementing the integration process. 


In 1998, in cooperation with the Ministry of Social Welfare and Labour, a national programme for 
prevention of child abuse was prepared and was officially launched in 2000. 


About 30 methods of assessment, therapy and rehabilitation, those well known in developed countries but 
never used in Lithuania until the present, were first implemented in the Centre and are now used 
throughout the country. 


In 2000, 30 new early intervention services for preschool children with developmental disabilities have 
been established throughout the country, with an outpatient team of professionals working with the 
families of preschoolers with developmental and emotional disorders. The Centre is responsible for the 
development of these services and for the retraining of professionals. 


Child and adolescent outpatient services are in the process of being developed locally as a part of the 
municipal mental health centres that are established by each municipality. The Centre is actively 
participating in training programmes for these mental health professionals. 


e At the Individual and Family Level 


There is a growing awareness among families of children with developmental or psychiatric disorders that 
the traditional medical model and search for a miraculous medical or mystical cure, can be replaced by 
realistically developed individual treatment or rehabilitation programmes which must be run by local 
teams of professionals in partnership with the family. 
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If the family is affected by me 
such as foster parenting or socia 
institutionalising children, which itself 
is slowly being recognised by both N 


policy. 


jor social problems (¢.g., alcoholism, child abuse, etc.) new alternatives, 
| work with biological parents, challenge the monopoly held by 
is an ineffective and expensive way of addressing problems. This 
GOS and decision makers in the fields of health care and social 


Conclusions 


The nine years’ experience of the Model developed by the Centre, leads to the following conclusions: 


Slowly and patiently, it is possible to introduce modern approaches to the system of care for 
children with mental, psychosocial and developmental disorders. To achieve this goal, a clear 
philosophy is needed which is based on new laws and international obligations of the country, as 
well as on a realistic assessment of the resistance encountered from the traditional system, the 
authorities, the general population in addition to the transitional socio-economic situation. 
During the process of change, it is very important to have partners and allies, including 
governmental and non-governmental organisations, professional bodies and individuals, all of 
whom despite different views are supporting reforms in the field. It is also very important to have 
an open debate with opponents who support the traditional system of institutions, and to try and 
find an optimal balance in the process of change. 
To successfully implement new practices, it is imperative to have a demonstration clinic that is 
affiliated with academic and research organisations, and recognised by national and/or regional 
authorities. 
Outreach programmes are very important for spreading new approaches and practices throughout 
the country. 
Although the main tasks of demedicalisation/deinstitutionalisation of services, adding 
psychosocial and educational components to the system of care and challenging the long Soviet 
tradition of medicalisation of social problems are important, it is also of vital importance not to 
sever entirely links with the medical model and its strengths. In this situation, the introduction of 
the public health (and public mental health) approach, new for post-communist countries, 
becomes of vital and strategic importance for reform in the field. 
One of the most important components of success is the support and active participation of 
NGOs, which play an increasing role in the new democracies. In Lithuania, due to pressure from 
parents’ organisations, a remarkable progress has been achieved in the field of community-based 
services for children with disabilities including mental disabilities. However, much slower 
progress has been made in the field of services for children and adolescents with emotional and 
psychosocial problems. 
Last, but certainly not least, is effective support from developed countries and international 
SPUR aii NHR AE dena the wane. Union is a very positive opportunity for the 
Bithuania and other BagiiOrkeae qlee! should be used effectively. The experiences of 
Partitttes’ avid inrehaneen Centra es, countries indicate that support from foreign 
longer invest in the system of se re Pk cash eae yard igi sages pits aealeshe eS 
$e TE inser SR ae gregated vaeat vores as is still occurring in the countries of our 
ivuieeiione ror erie supports infant homes (orphanages) and other long-term care 
r children, the effect of such policy will always be to in 
children separated from their famili Pdsiucinis Bserta Do aca 
ies and placed into such institutions. The main target of 


ANNEX 1 


Structure of the Child Development Centre 


e The Clinic 


The clinic is a demonstration clinic with a flexible structure. There are two main clinical programmes 


both having inpatient, outpatient and day care sectors. The need for an inpatient sector is based mainly on 
the necessity to serve children from the whole country. 


e The Clinical Programme of Early 


. Intervention (Social Paediatrics, Early Rehabilitation) 
The inpatient programme has 18 places 


for preschool children who come from all the country with a 
parent (usually the mother but in some cases the father or grandparent) for the development of early 


intervention programme (3 weeks). A multidisciplinary team of professionals works with the child and 
his/her parent, putting emphasis on raising the parent’s competence, teaching them how to positively 
interact with the child and stimulate the child’s development. Per year, 330 children and 330 parents 
receive inpatient individual programmes with recommendations for continuing this programme at home. 


Recommendations are also given to the emerging teams of professionals in the municipalities where the 
clients live. 


The following methods of assessment, therapy and rehabilitation have been implemented in the Centre 
and are used in this clinical programme by the team of professionals (paediatrician, psychologist, social 


worker, physical therapist, speech therapist, Montessori therapist, nurse) with parents working as partners 
on the team: 


= Assessment of child development; 

= Physical therapy; 

= Assessment of mother-infant interaction (video-analysis); 

# Therapy of mother-infant interaction disorders (with video); 

» Parent work; 

=" Family counselling; 

=» Family therapy; 

=» Group therapy of parents; 

* Montessori therapy; 

= Feeding therapy; 

=» Speech therapy; 

=» Music therapy; 

= Play therapy (including the use of computers); and 
* Consultations with a child neurologist, a child psychiatrist and a clinical child psychologist. 


To better develop a model for community services, children from the city of Vilnius with their parents 
attend the Centre on an outpatient and day care basis. There is also the possibility for families from other 
areas to come for outpatient visits. There are about 1200 outpatient referrals per year. 


° inical Programme of Child and Adolescent Psychiatry | 
The — te 15 een places for children and adolescents with complicated cet a 
psychosocial disorders. A team of professionals (child and adolescent psychiatrist, clinical ay i “eh 
and social worker) and childcare staff are working with the children with to a . ae 7 
psychosocial functioning in the family, school and society. In recent years, priority has been 
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children suffering from sexual and physical abuse or bullying, and those 8- to 12-year old i. i 
fail at school due to emotional and behavioural problems (2.8., attention deficit peat 4 i 
conduct disorder, depression, etc.). Structured milieu therapy is used as a basis for indivi ua Saree 

and treatment of each patient. Children stay in the inpatient programme for four to six mEREY ; ape 
given year, 120 children receive treatment under the inpatient programme. Close contact with family 


members is maintained during the programme. 


The following methods of assessment, therapy and psychosocial rehabilitation have been implemented 
and are used in this clinical programme by a multidisciplinary team: 


Psychodiagnostic and personality assessment, 
Individual psychotherapy; 

Group psychotherapy; 

Family counselling; 

Family therapy; 

Behaviour therapy and behaviour modification; 
Psychopharmacotherapy ; 

Music therapy; 

Art therapy; 

Play therapy; 

Occupational therapy; 

Evaluation and therapy of abused children; and 
Individualised school programme. 


In cooperation with different agencies and institutions in Vilnius, the Centre is open for outpatient and 
day care services for children living in Vilnius who have emotional and psychosocial disorders. There is 
also the possibility for families from other cities to come to the Centre on an outpatient basis. There are 
about 1000 outpatient visits in this programme per year. 


e Kindergarten and School 


Ina small, separate building from the clinic, there is a Montessori kindergarten and the school of the 
clinic. The Montessori kindergarten is attended by Vilnius City preschool children with disabilities who 
receive a six-month individualised programme, designed to help them integrate into one of the preschool 


or other school programmes in the city of Vilnius. The kindergarten staff is trained in Munich as certified 
Montessori therapists. 


The school is attended by school age inpatients and also by some neighbourhood children who have 


adapted poorly to their school. The teachers who are a part of staff of the Centre offer individualised 
school programmes for each child. 


e The Children’s Helpline 


The Children’s Helpline, the first in Lithuania, was founded in 1997 with the support of the French 
gel ee mostly students from different universities, are trained for work at the Helpline. In 

or the first time in Lithuania, the government offered to the Children’s Helpline (as well as the 
Youth Helpline and Adult Helpline) a free telephone number, 8-800-28800. 


e¢ The Crisis Intervention Centre 


ate the $2 In services for troubled children and adolescents, the Centre announced in 1997 the 
fo cecal a a Intervention Centre. Funding from the European Council is expected this year 
ation of a small building on site at the Centre. It is expected that the Crisis Intervention 
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e Programme Development Unit 
This is a flexible organisation that has, in conjunction 
Child Psychiatry of Vilnius University, 
as well as other international experien 
development of new projects, liaising wi 
networking, and fostering the link bet 
development strategies. 


with the Department of Social Paediatrics and 
as its goal the replication of the Centre’s demonstration models, 
ces, throughout the country. The Unit is responsible for the 
th governmental and non-governmental institutions, international 
ween clinical, training and research issues, and research and 


e Department of Social Paediatrics and Child Psychiatry, Vilnius University 
The Department was founded in 1991 as the University Child Mental Health Centre, and in 1997 was 
given its current name. It is a small unit with three full-time staff (one associate professor, two assistant 
professors) but is assisted by nine more experienced professionals from the clinic of the Centre. In 
conjunction with the Centre, the Department has developed several training programmes: 


= Undergraduate programme for medical students, psychologists, social workers (Vilnius 
University), teachers (Vilnius Pedagogical University), social work students (Utena College); 

* Residency programme in child and adolescence psychiatry (Vilnius University); and 

= Postgraduate training programmes in developmental and social paediatrics, child and 
adolescent psychiatry, problems of the child/parental interaction for general practitioners, 
paediatricians, child neurologists, psychologists, physical therapists, social workers, speech 
therapists, teachers and special education professionals. 
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ADOLESCENTS AS COMMUNITY MENTAL HEALTH FACILITATORS 
AND THE PROCESS OF REJ UVENATING MENTAL HEALTH IN 
EASTERN EUROPEAN COUNTRIES 


Dr. Roumen Petrov 
The Medical University, Sophia, Bulgaria 


History Behind the Project 


The social transition of Eastern European countries can be seen as a human relations transformation — the 
establishment of a culture based on participation rather than on dependence. For example, in the fields of: 
e Economics — the advent of entrepreneurship in the face of state planned economies and the 
distribution of goods and services; 
e Education — the creation and discovery of knowledge and dialogue as opposed to the ordering of 
truth from a supreme position; and 
© Mental Health — the introduction of deinstitutionalisation and active social involvement of users 
and providers in the entire mental health process including needs assessment, care- planning, 
provision of care, consumption and continuation of good practices, and recording end results. 


The lack of culture based on participation and genuine public sharing over the control of goods has led to 
a leak of accumulated resources in many countries in transition. The appropriation was most devastating 
where social participation was most suppressed, i.e., in those places where public immunity against 
human destructiveness was the weakest. 


To our regret, Bulgaria appeared to be amongst these countries. Slowly a culture of poverty and 
“existence on the edge” has been established. The most vulnerable are the weakest: the elderly; 
the mentally ill; and adolescents. Outcomes for each of them is different: 
e For the elderly, the mortality index is disproportionately high and the percentage of self- 
destructive behaviour among the elderly, such as homicide and suicide, is rising; 
e For the mentally ill, there is the tendency to be dropped from the institutional control and faced 
with miserable community life, where attitudes and structures of integration do not exist; 
e For adolescents, there are problems such as unemployment, emigration apathy and 


destructiveness. More than 700,000 mainly young people have left the country over the last ten 
years. 


There are additional burdens on mental health institutions in time of impoverishment. For example, the 
Bulgarian mental health institutions suffer both from the ideology of dependence, which makes them 
seed oe than helpers and promoters of integration, and impoverishment due to the transition 
ie even more helpless. The end result has been physical collapse, corruption and 
angement. The quality of care is catastrophically diminishing. Professionals loose hope, bec 
cynical and destructive amongst themselves and towards users. , aly na 


Mental Health Reform as Part of Social Reform 


eet ca lt KETOrM as Fart of Social Reform 


E : 
efi pote y-uneee view, the essence of mental health reform is the sharing of responsibility for mental 
y care. This sharing takes place “inside” amongst professionals through multidisciplinary 
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and casework as well as “outside” with indiv; 
€ with individual, family and Cc ity j 
= » te é ommuni 
design and provision of mental health aia’ y ty involvement in the process of 


There is also a role for youths to play in the process. 
and participation in social reform, including mental heal 


to destruction and emigration. However, this process is hampered by a lack of appropriate social 
attitudes. Psychiatric stigmas and the tendency to exclude mental health sufferers from society are 
strongly taught to adolescents. Adolescents’ attitudes towards community sanial Saute are 
dumped with mistrust and aggressiveness. Self-reflectiveness, empathy and tolerance are fragile and 
missing in educational practices of the family, the school, universities and the community as a whole. 


Today in Bulgaria, the adolescents’ involvement 
th reform in particular, is a significant alternative 


There is a significant lack of encouragement from the older generation. Paternalism is still the 
dominating mode of relationships in Bulgaria. Unfortunately its organising capacity is vanishing in the 
context of the social collapse of the existing model. Partnerships are rare and relatively unknown. 


Bulgaria suffers also from a general lack of knowledge. Foreign languages and the Internet in Bulgaria 
are perceived more as part of the emigration prospect than of an individual’s plan for self-integration and 
renovation of the human milieu. Modern helping practices are relatively unknown even as information 


never mind as technology or applications. There is an acute lack of enlightenment and popularisation of 
new ideas, parallel to the systematic education and constant support in action. 


Any hope for change is dependent upon the: 

e Encouragement and investment in contact between the reform-oriented portion of the young- and 
middle-aged generations and adolescents; 

e Development of pilot collaborative projects between professionals, users and non-users in the 
community; and 

e Binding of health reforms, such as deinstitutionalisation and the introduction of general practice, 
with sharing of care activities and collaboration based on mutual dependence and respect. In this 
way, new models for professional and social care could be established. 


Activities and Lessons from the First Ten Months of the Project 
e Understanding the Project as Part of Bulgarian Mental Health Reform 


The Project’s activities occupy that part of the care spectrum that is closest to the community. For its 
success, coordinated effort and activities are needed between groups and institutions that have never 
thought of such collaboration before. These include the schools, the primary health and social welfare 
system, the psychiatric profession, NGOs, non-associated citizens, particularly adolescents, and 
community unions and networks of the elderly. 


e Design of the Project’s Outreach 


The main areas of intervention are with the school system, the local community, and psychiatric and 
general health care services. Activities are grouped as either educative, care provision or inter- 
institutional cooperation. Adolescents, after their initial stage of recruitment and education, begin their 
community mental health activities: et 
= Outreach to people in mental health risk categories, such as the elderly, single mothers an 
children from the local orphanage institution; ea 
= Initial contact, needs’ assessment and sharing experience among the group of volunteers; an 
= &stablishment of lasting contact and\or facilitation of contact with specialised services. 
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e Work Completed to Date 


suburban neighbourhood notorious for its distance, not in terms of 
physical distance but rather cultural distance. The unemployment rate is high. Poverty is combined with 
remoteness and a lack of proper infrastructure, comfort and facilities for social engagement and emotional 
exchange. All buildings are flat blocks. Shops, pharmacies and cafeterias are placed in the entrances of 
the buildings. The vegetation is scarce. The lack of comfort is more obvious than poverty itself. There 
are few places for social contact. The nearest cinema is at four to six kilometres from the borders of the 
neighbourhood. The main entertainment for adolescents is disco clubs far away in the centre of the town 
where they go in groups and come back early in the morning. A frequently asked question is ~ How did 


you choose us?” 


The Project is implemented in a remote 


In order to facilitate the project’s planning and implementation, we conducted interviews with state and 
local government and educational authorities in order to receive opinions and recommendations 
supporting the aim and activities of the Project. 


We conducted seven meetings with officials from different government departments, such as the Ministry 
of Education, the Ministry of Health and the Ministry of Community Development and Reconstruction. 
From these, three positive recommendations were received and an additional one from the municipal 
agency for social welfare. A senior official in the Ministry of Education, a physician, told us that if we 
had asked her for a recommendation she would have given a negative one. She claimed that adolescent 
contact with mental health patients would harm their mental health and well-being. The deputy mayor of 
Sofia, responsible for health care issues (also a physician) advised us to require a legal document signed 
by the parents of the adolescent volunteers, liberating us from legal responsibility in case of any harm 
done to them by the mental health clients during the course of the Project. He was quoted as saying, / 
have travelled all around the world and I know very well all these “projects.” They consider us as the 
third world and send us all this rubbish! 


We conducted six meetings with local state employees. The person responsible for education quickly 
accepted the ideas behind the Project and grasped the advantages of its implementation for the well-being 
of both the adolescent volunteers and the mental health sufferers. The local deputy mayor, who was 
educated as a physician, supported the project and facilitated contact with local health care professionals. 
Our team was also asked to consult for the local programme for deviant adolescents. 


Family physicians do not currently exist as part of the health system. However, a vast reform is in motion 
and in the middle of 2000, most of the ambulatory physicians will become general practitioners 
contracting their care directly with patients and being reimbursed by the health insurance funds. We had 
discussions with nine local physicians. Those that most liked the Project’s ideas offered the Project’s aid 


to those patients they considered a ith i 
0s ppropriate. Patients declined with insult and indi 
physicians were confused and withdrew. pci 


Sang — three preliminary talks with the head of the school Board of Trustees. The 

tion. of ieee | Ase people — local citizens, determined to take part in local government. The 

bande OF Trostecs mt S 1S quite a new one for the Bulgarian education system. Not all schools have 

Pela and our school is rather a lucky in this respect. Since the summer of 1999, we have 
y meetings with the Board during which we exchange ideas and receive support for our coset 


Each week we meet with a 
n we group of four teachers from the local school. They all 
Project in the classes they teach. Most of the current members of the ee, 


former pupils of these teachers. adolescents volunteer group are 


These teachers also serve as mediators between the Project’s organisers 
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and the other te ils j 

pee gaa — es Bupils in the school. They are also local citizens at the same time and provide 

for a particularl eet based on their good community acquaintances. One of the classes accounts 
y high number of volunteers. Apparently this class had previously visited the 


neighbourhood orphan school. The children of these teachers are also members of the volunteers’ club. 


Dependence on “the boss” 


is still an important feature of the institut 
stitutional culture 
educational system. Durin ot Aaa 


ication g the annual leave of absence of the headmistress of the school, all our 
activities in the buildings had to be postponed due to the lack of her supreme order. It was not a rule 


introduced by the headmistress herself, but rather a belief of some of her subordinates that things should 
proceed in this way. In this organisational culture, hierarchy is a valuable relation. 


We conducted meetings with NGOs such as the Open Society Foundation, the World Bank, the United 
Nations Development Programme and Save the Children. It was difficult to explain the ideas behind the 
Project, as in many cases the NGO’s representatives did not know the principles and practices of 


communal psychiatry. They have promised support, but associate the Project with its educative 
objectives rather than with its psychiatric ones. 


Up to the present, more than 20 adolescents were members of the Project’s volunteer club. The core 
group consists of seven adolescents—five girls and two boys, all aged 15. Adolescents exhibiting the 
most constant participation are those that are best supported by their parents and teachers. Their capacity 
for participation is strongly influenced by their school workload. When it is unusually high, it obviously 


hampers their capacity for community involvement. The only day they then can participate in the club is 
Saturday. 


In addition, the Project has contacts with qualified professionals who provide a tutor’s role. These are 
clinical social workers, clinical psychologists and young people working in outpatient mental health 
programmes such as a day care centre for psychosocial rehabilitation of people with schizophrenia, a 
single mothers’ network, a learning disabilities project and a parents’ association of children with 
epilepsy. All of these projects are pilot ones and although community-oriented, they are unique to the 
Sofia area and access to them is not easy. 


e General Results of Work Completed to Date 


From our discussions in the community and described above, it is evident that ignorance, incompetence 
and prejudices towards mental health issues and principles of modern social participation, reach high 
levels of the Bulgarian government. Convincing evidence exists, therefore, for the need of a constant link 
with state institutions in order to educate gently but firmly and to win their cooperation. Furthermore, 
mental health problems are far from the attention and the competences of local authorities. 


The school system does not look upon itself as an active mental health provider or promoter in the 
community. Its passivity leads to poverty, which in turn enhances passivity. A vicious circle of non- 
engagement, helplessness and prejudices is established. Local need is great for a modern bese of 
youth in social participation. Additionally, the combination of both parental and teacher’s support 1s 
essential for the sustainable engagement of adolescents in the Project. 
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Sensitivity to the problems of fellow citizens is low and is not systematically introduced to chiliaeaasae 
The opportunity only exists due to the goodwill of select teachers who succeed in building 
her and educator. A survivalist philosophy predominates and 
behavioural strategies typical of the suburb — all good belongs to the centre and all bad to the periphery — 
are common. Modern and ethical understandings for mental health tolerance and its relation to the values 
of civil society exist only on “islands,” meaning with separate individuals, working in isolation. 


adolescents. 
themselves an integral identity of both teac 


After several introductory workshops explaining the common philosophy and goals of the Project, 
adolescents launched a series of contacts with local citizens. They visited the retired persons’ club, the 
two churches in the area, a general practitioner, the social welfare service and more than 35 citizens in the 
community, mainly elderly people. The results and the impressions gathered were discussed in the group 
and according to the different cases, key discussion themes have been developed: community; living 
together; illness; type of illness; crisis: mental health; invalidity and integration; life-cycles; violence; and 
tolerance. Professionals from other mental health programmes were also invited on a regular basis and 
they introduced different topics such as schizophrenia, learning disabilities, epilepsy, single motherhood 
and depression. Most of the meetings with local citizens were disappointing. Some of the aged people 
responded either suspiciously or in an overtly paranoid fashion. Others quickly lost their interest after 
they realised that we could not help them with money. From this experience we note that the Project’s 
philosophy is best understood where culture and values of citizenships and social participation exist. 


A genuine interest for such work exists in adolescents and waits to be encouraged and developed. They 
enjoy collaborating with older people and want to learn more about mental health issues. The human 
milieu in the community is severely unprepared to meet adolescents in this new social role. Most of the 
citizens appeared to be mistrustful and suspicious. Their need for basic unspecialised care considerably 
surpasses the adolescents’ capacity to offer themselves as a resource. The adolescents’ ability to leave the 
community and to volunteer in other mental health projects, such as with children with epilepsy, is 
restricted by their daily school workload and distances. 


It is obvious that prevailing institutional culture in primary health care does not provide space for free 
citizens’ initiatives in the area of helping and care. Local mental health projects are needed. In order for 
the double focus of the Project (psychiatric and educative) to be grasped, evidence for direct provision of 
mental health care in the community is needed. Additionally, mental health issues are the “inevitable 
evil” for future general practitioners. They need direct help and expertise before accepting volunteers as 
their mental health partners. 


Conclusions 


Ne i 
eds are far greater than the supply. A concrete community mental health intervention is needed, with a 


Mental health programmes which f i 
: ocus on community and c 
introduced. They will fulfill several objectives: : iinet dbiieeincie- >i 
= ee mental health problems out of the closet. This will transform local citizens 
Rie aon s from datictin > i ones seeking help before the helplessness ensues of the 
come, replacing the usual picture of i 
poo meatal Héspioal fal of comet p e of mental health aid that is associated with a 
e role of the general practitioner will be outlined as will the role rationale of the community 


mental health team compri iatri 
prised of psychiatrists, psychiatri : 
public,) and social workers: and psychiatric nurses (a role totally unknown in the 
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° Once these prerequisites have been met, existing adolescent mental health volunteers will find 
their proper role and sense of j 


| dentity, that of partner and pupil, and will fulfill the objectives of 
the Project. 


The process of rejuvenation of mental health is 


just beginning in Bulgaria. Its main progress so far is the 
attraction of young people into the role of a ne 


Ww type of professional, ready for ethical, multidisciplinary, 
Adolescents’ continued and successful involvement in the 
s the development of effective community mental health 


, In addition to an interdisciplinary collaboration of a new 
system, the community and the psychiatric profession. 


provision of mental health aid presuppose 
interventions, such as outreach programmes 
type, between the educational 
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RESPONSE OF THE COMMUNITY TO THE NEEDS OF PEOPLE 
WITH CHRONIC MENTAL DISORDERS: 
AN EXAMPLE OF THE ORTHODOX SISTERHOOD OF 
ST. MARTYR GRAND DUCHESS ELISABETH 


Dr. Nadezhda Drobyshevskaja and Konstantin Shakhraj 
Minsk, Belarus 


The manner in which psychiatric aid is organised depends to a significant extent on the view of society 
towards mental disease and the mentally ill. This determines an attitude towards the mentally ill and their 
place in society. The history of psychiatry shows us that this attitude has undergone considerable change 
and progress has been made similar to that in education and culture. 


Belarus has always regarded care of the mentally ill as church business, which from the early XIth 
century has kept such people in charitable institutions run mainly by monasteries. The Society of Care, 
which operated in Petersburg and from branches located in almost all provinces of Russia and Belarus, 
played an important role for people with mental diseases. The history of social psychiatry has deep 
cultural, historic and religious roots. Unfortunately, Soviet rule precluded any development in social 
movements in psychiatry. 


The influence of the general public on the mental health situation has become more and more significant. 
However, psychiatry in Belarus is still confined by the rigid clinical and biological approaches to mental 
diseases with no consideration for the spiritual, psychological and social needs of mentally ill people. 


Today, if family support weakens, the mentally ill face the problem of how to make ends meet. The 
allowances for the disabled hardly total one-third of the minimum subsistence level. The mentally 
disabled usually are unable to hold down jobs or housing, cut themselves off from the community, and are 
often forced into hospitalisation for “social” reasons, ending up in asylums. There are virtually no 
alternatives due to the lack of special social and rehabilitation programmes in Belarus. 


The existing system of social protection cannot satisfy the needs of the mentally ill for several reasons 


which are mainly connected with insufficient financing, lack of well-trained personnel and a defective 
system. 


It is extremely important for the church and state to cooperate to solve the problems of preserving the 


pas health of the population. Only joint efforts will result in a positive response to this national 
problem. 


In 1996, Metropolitan Philaret of Minsk and Slutsk, Patriarch Exarch of all Belarus blessed the 
establishment of the Orthodox Sisterhood of St. Martyr Grand Duchess Elisabeth. Following the example 
of St. Martyr Grand Duchess Elisabeth, the founder of the well-known St. Martha and Maria Charitable 
Centre, the sisters of the Sisterhood worked to set up a complex that will consist of a convent, a church 
and a rehabilitation centre for the mentally ill. The complex is located in a village called Novinki in 
proximity to the Republican Clinical Psychiatric Hospital, the Minsk Psycho-Neurotic Asylum and the 


Psycho-Neurotic Asylum for Children with M i 
tal 
about 3000 patients at a time, ental Disorders, which together accommodate and treat 
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The rehabilitation centre should be 
come ~_—s ; 
relatives, The objectives of the rere ky model for social work with the mentally disabled and their 


e To provide spiritual, medic 
people in need; 


To revive traditions of mercy and charity through a joint effort of the general public, specialist 
decision makers and private individuals; and | 


e To assimilate the progressive experience in psychiatry and related fields, promoting the best 
patterns of social services to people with mental disorders. 


al, social and other types of aid, rehabilitation and home nursing for 


The Centre represents a complex and multifaceted model of assistance to the mentally ill and members of 


their families and a model of cooperation between the church, states and the general public to tackle the 
problem of preserving the mental health of the population. 


For more than four years, about 70 of 180 sisters that comprise the Sisterhood visit regularly the 30 
departments of the Republican Psychiatric Hospital and the Psycho-Neurotic Asylum to bring comfort 


and to provide spiritual and, whenever possible, humanitarian aid so that those in need may find faith and 
hope in God. 


The sisters organised a dormitory for 10 mentally disabled people who are helping to construct the 
church. Thanks to the support of the Round Table on Inter-Church Aid, jointers and sewing workshops 
were opened. Twenty-eight people work in the workshops at present, eight of them with mental 
disorders. Work is of great importance to the mentally ill, which is why the Sisterhood will continue to 
involve them in their work. 


Earlier this year, a charitable cafeteria for the mentally disabled was organised and currently serves meals 
to 50 daily. The ability to provide regular meals is the key task of social and private rehabilitation in our 
difficult circumstances. It helps to reduce the burden of the disease and gives ground for further forms of 
rehabilitation, such as the provision of jobs. 


Since 1998, seven sisters have been working in the asylum for mentally disabled children providing them 
with social, educational and humanitarian assistance. 


The Sisterhood is planning in the near future a subsidiary farm. Approximately 150 hectares (370 acres) 
have recently been allocated for this purpose. The farm will host a rehabilitation and labour community 
for drug addicts. 


These examples illustrate that the Orthodox Church of Belarus revives the traditions of social service, 


launches rehabilitation programmes based on spiritual values, the cultural and historic significance of 
Christianity, and uses the rich experience of contemporary social psychiatry. 
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SCOUTING AND THE REHABILITATION OF 
TRAUMATISED CHILDREN: 
THE “SUNRISE CITY PROJECT” 
SPLIT, CROATIA, 1993-1998 


Jacqueline Collier 
World Organisation of the Scout Movement 


Introduction 


During recent years, the Scout Movement has been involved in several regions affected by violent 
conflict, such as the former Yugoslavia and the region of the Great Lakes in East Africa. The Scout 
method has proved its efficiency in reconciling communities and educating for peace, as well as in 
contributing to the rehabilitation of children traumatised by war. 


Since 1993, the Scout Association of Croatia has developed a very interesting project called “Sunrise 
City” in the region of Split. From 1993 to 1998, the Sunrise City project provided a series of three-week 
summer camps for child war victims who were accompanied by Scouts of their own age from their 
adopted communities. The resulting process, which was monitored and evaluated by a team of 
psychologists and therapists, contributed positively to the reduction of post-traumatic stress disorder 
amongst the traumatised children participating in the programme. 


The Sunrise City project was initiated by the N-B Debo Scout Group of Zagreb. Many other Scout 
groups from different parts of Croatia, as well as Scout volunteers from several Western European 
countries, participated in the work. The project received the support of: 


The Croatian Office for War Victims; 

The Croatian Office for Refugees and Displaced Persons; 
Children First, Zagreb; 

Merhamet - The Red Crescent Society, Zagreb; 

The Red Cross Society, Slatina; 

The United Nations High Commissioner for Refugees; 
The European Scout Region; and 

Pro Victimis, Geneva. 


Development of the Project 
e The Children 


The traumatised children who participated in the Project were selected by the Croatian Governmental 
el for Refugees and Displaced Persons. In 1993, Croatia had to provide assistance to 250,000 
isplaced people and 385,000 refugees from invaded parts of Croatia and Bosnia-Herzegovina. Children 
represented 55% of the displaced population. Out of this portion, 20% were of preschool age and 35% of 
school age. At the beginning of 1992, it was noted that 16,000 children had been separated from their 
aad The majority of displaced and refugee children had experienced war in their immediate 
= am pg on a ap that they had had direct experience of bombing and destruction of their homes 
la atives or friends, they had encountered injured and wounded people, and/or they had 
een forced to leave their homes. Many of them had lost one or both parents. 
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Over the period 1995 to 1998, about 1,0 


00 chi ies ; 
workers and more than 300 adult advice children took part in the Project with the support of 200 youth 


rs and organisers. 


e The Problems 


It is well known that long-lasting ©xposure to traumatic psychosocial situations produces consequences 
that can obstruct normal child development. Stress is extremely dangerous, since it results in inten 
personal suffering and disturbs normal and healthy life. Because of its curmutative impact, stress in 
children results in behavioural disturbances based on underlying psychic troubles stich “as fears, 


nightmares, aggression, lack of motivation, regressive behaviour, psychosomatic reactions (e.g., 


headaches, ulcers, asthma, tachycardia, enuresis, encopresis), and difficulties in socialisation, among 


others, This is known as child post-traumatic stress disorder (PT SD), which may take the form of acute or 
chronic disturbances. 


Among the children participating in the Sunrise City project: 


* 28% were separated from their mother during the war: 
= 68% were separated from their father; 

* 11% had their fathers wounded during the war; 

" 2% had their mothers wounded during the war; 

= 14% lost their fathers; 

» 1.2% lost their mothers; 

= 5% lost their brothers or sisters; 

= 8% had their father captured for a time; and 

= 29% had their mother captured for a time. 


e The Model 


Carl Rogers developed a therapeutic theory called “curative communication.” The idea is to create a 
highly protected social environment in which a child, by activating his or her defensive or developing 
potentials, can overcome stress disturbances. It is on the basis of this theory that the Scout leaders of 
Croatia have developed a model of psychosocial rehabilitation of post-traumatic stress disturbances of 
children affected by war. 


The Model is based on the principles of the Scout method. It creates an environment with the following 
characteristics: 


= An emotionally stable and supportive framework provided by adult advisers, mentors and 
youth leaders; and 

= A socially intensive organisation, based on peer work (with a “patrol system” and councils) 
offering opportunities for young people to experience changing roles and democratic 
decision-making processes for planning activities as well as for evaluating group life and 
formulating collective rules. Mixed groups were formed of war victim children and Croatian 


Scouts. 


This provides children with: 


= An attractive and stimulating programme of activities, mainly taking place outdoors in a 
natural environment, aimed at offering experiences relating to all aspects of personal 
development (e.g., physical, intellectual, emotional, social, spiritual); iis 

= An objective and positive code of values and opportunities to evaluate group life; and 
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= A progressive scheme to enable them to establish individual objectives for personal 
development through dialogue between adults and children and to recognise and celebrate 


individual and collective achievements. 


e Professional supervision and support 


Aid workers who assist people traumatised by war are themselves exposed to stress symptoms. The work 
is extremely demanding emotionally, particularly for voluntary youth workers, and this can lead to “burn 
out.” For this reason an expert team was set up with the mission to provide professional supervision, 
support and evaluation methods. In 1995, for example, the expert team was composed of: 


Zora Subotic, psychologist and coordinator; 
Vesna Flegar, pedagogist; 

Enver Jusufbegovic, psychologist, 

Saniela Jusufbegovic, psychologist; 
Anielka Micura, psychologist; and 

Jasenka Pregrad, psychologist 


The principal function of the expert team was to provide support and help with the therapeutic aspects of 
the programme, through daily meetings and work with the organisers and youth workers, as well as 
managing the scientific evaluation of the process of psychosocial rehabilitation. 


Functioning of the Project 


The Sunrise City Project organised activities with war victim children for approximately nine months a 
year. The focal point was the summer camp. In 1995, for example, the project involved 233 war victim 
children, 333 Scouts, 42 young patrol leaders and 104 adult leaders, including 15 foreign volunteers from 
the United Kingdom, Germany, Italy, Austria and Bosnia-Herzegovina. 


Before the beginning of the summer camps, children traumatised by war gradually joined Scout groups 
participating in the project, and in some cases just before the beginning of the camps. Nine two-week 
summer camps were organised in 1995. 


Each camp is managed by a team comprising: 


e The camp director, who is the adult leader responsible for all organisational and administrative 
matters and leads the team of organisers; 

The programme leader, who leads the programme group (comprised of patrol leaders, workshop 
leaders and activity leaders, and coordinates the work of all patrol leaders in the camp; 

¢ Specialists in specific fields who run workshops; 

An expert team member or supervisor, who works in each camp and who monitors the children’s 
behaviour, supervises activities with leaders, takes care of children’s individual treatment, and 
analyses the results of the project and prepares a report; and 

A small medical team of nurses and doctors that provides health protection to participants. 


The camp programme is comprised of the following elements: 


° wae in _ eer grou as/ atrols. This was the main focus in the programme. The patrols are 
at Six ng’: children of the same age group, led by one of them (the patrol leader) 
a stable framework for daily life (e.g., campi in 

vid: . sSey ping, preparing food, taking part i 
activities, evaluating group life, etc.). Throu a : 

. ; ys gh this work, children create mutual contact 
relationships and cooperation, learn the importance of active participation, gain new Bivadbdge 
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and skills and take part in the decision-making process (i.e, 
formed of representatives from each patrol). | 
° Workshops. These Provide opportunities to develo 
cooking, first aid, handicrafts, Esperanto, sports, dra 
screen-printing among others, 


Games and outdoor activities. This 1S Comprised of activities such as shelter building, hikes and 
trips, treasure hunting, orienteering, swimming and diving. 


e Evening activities. This is comprised of activities such as cam 
contests and drama performances, among others. 


the council “governing” the camp 1s 


p skills relating to exploration, ecology, 
wing, origami, music, acting, dancing, and 


pfires, fire on the sea, dancing 


Work of the Expert Team and Evaluation 


The function of the expert team was to perform the following tasks: 

e Improve the programme taking psychosocial aspects into account: 
Participate in the selection of children: 
Participate in preparatory seminars and training courses for youth leaders: 
Observe the behaviour of children and help leaders to observe them: 
Supervise activities with leaders through daily meetings; 
Aid in individual treatment of children: and 
Prepare evaluations and reports. 


Here are quotes of select comments made by the expert team: 


The groups were formed by mixing together Scouts and traumatised children regardless of differences in 
nationality, religion and cultural heritage. The homogenisation of the groups was achieved through 
activities and camping experience, resulting in friendship and closeness among all the participants. 


Although some questions have arisen regarding the three-week separation of children who have already 
been separated from their families for a time (which is also part of their traumatic experience), it showed 
that the three-week stay was a positive experience for children, and that this duration allows for the 
planning and implementation of therapeutic activities, educative and recreative programmes supporting 
the children’s development. 


The programme was run in a most protected and comfortable environment, distanced from the war, with 
an aspiration to offer many interesting, inspiring and entertaining experiences, to give as many 
opportunities as possible for children to express their own creativity (which includes, at the same time, a 
projection of one’s own emotional state in a therapeutic sense, a possibility of abreaction of retained 
unpleasant and painful emotional states). 


Without an identification with some people (parents, teachers, youth idols, etc. ) there is no motivation for 
development. In conditions of war and war surroundings as the dominant reality, the dominant model for 
identification is a soldier — which includes fighting, weapons, death, etc. A Scout group offers other and 
more positive opportunities of identification and role models, based on such values as ORT Ee 
friendship, helping each other, working for the community, etc. . Encouraging togetherness but 
individuality as well, supporting a process of gaining knowledge and skills, developing an atmosphere of 
trust and confidence, teaching discipline and work, but cherishing fun, creativity and adventure, Scouting 
gives a very positive, motivating and humanistic identification model. 


The successful work in the workshops, which were well equipped and well conducted, gave rape 
framework for communication and partnership between children and adults. Such relationships have 
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. . . . . . O the 
their roots in children’s freedom of choice regarding the type, duration and implementation of 


ivity, including a supportive attitude from adults. 

. . . . . . ° to 
In managing activities, children’s opinions and wishes were respected. By giving children the dine : 
have their own experiences and express their personal opinions, we created a sense of wipii dis an 
space for self-assertiveness and gave leaders the possibility of reacting to children’s needs in an 


act 


authentic way. 
If we agree that anonymity is the biggest danger and obstruction in the way of personal identity 


development, we managed to avoid this danger. 


The chosen approach gave opportunities for growth and development and strengthened the positive 


picture of self. 


The therapeutic aspect of the programme was based on an approach which could be called occupational 
therapeutics and which definitely has an advantage over direct individual therapeutic interventions. 


The final evaluation of the leaders gave the following results: 


© 86% of the participated children benefited from the camp and positive changes in the children’s 
behaviour were observed; 

e The majority of children developed their sociability during the camp and only six children had 
small difficulties and were not well accepted by their peers; and 

e The period of adaptation lasted between one and three days for the majority of children, one week 
for twelve children, two weeks for two children while five children did not manage to adapt for 
the whole duration of the camp. 


Some Characteristic Examples 


e D.A. (aseven and half year-old male from Slavonski Brod) 

D. arrived at camp with his one year elder brother. Their mother had died a year and half earlier leaving 
the shelter for a moment. The boys lived with their father, who recently lost his job, in very difficult 
social circumstances. Upon their arrival at the camp, it was noticed that their father had been unable to 
provide suitable clothing for his children, so this was collected at the site. Although D. was in a group of 
six boys from the beginning of the camp, he showed an extraordinary dependence on his female leader. 
He had frequent nightmares, which he did not remember in the morning, but woke up in the night, 
screaming and hardly breathing. He refused to sleep in the tent and found accommodation in a hotel with 
people he knew. Our intention was to avoid attaching him to only one person, in order to avoid the 
problem of separation at the end of the camp. A number of adults were involved in working with D. He 
gave the impression of appreciating this very much. At the beginning, he did not want to take part in the 
Scout activities. He stayed separated from the group, wandering around. On the beach, he repeatedly 
played a stereotyped game--lying on the ground, covering himself with sand, then éianding up, washing 
the sand off in the sea, coming back to the beach and covering himself with sand again. Because of his 
nightmares, he was exhausted in the morning and wanted to sleep longer. One day, D. told of his dream 
2 his mother and how especially beautiful she was in it. In play, D. was very ford of a wizard game 
iifadadte: returning “lost” things, which we interpreted as an opportunity to overcome separation 
di iculties. Day by day, D. slept better. He started to get up on time in the morning. He showed 
interest in activities, specially the art workshop and the “treasure hunting” game. By the end of the ahs 
D. became more demanding towards adults, asking many questions, seeking constant care and AWE 


We tried to make the departu ivi : ; 
home as keepsakes. parture easier for him by giving him many small and cherished things to take 
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e RM. (a 16 year-old female from Split) 
Two years ago, R.’s father died on the battlefi 
participated in the camp as well. At the begin 
that she did not feel well. She was inclined to 
her tent. We noticed her because of the numb 
thought that the rest of her family grieved h 
living normally. However, through conversat 
dead and that he would come back in the fu 
understand her. She showed abnormal dist 
criticism. Working with R. we reached th 


eld. She lives with her mother and younger brother who 
ning, she refused to take part in most activities, explaining 
feign various diseases and tried to spend most of the day in 
er of traumatic events she mentioned in the interview. She 
er father’s death lightly and she was angry with them for 
1on, she expressed the feeling that maybe her father was not 
ture. She also expressed the opinion that people could not 
rust and fear. She appeared very vulnerable and sensitive to 


€ moment when she expressed the feeling that she had never 
said goodbye to her father because her family had organised a funeral ritual with thousands of people. 


She regretted not having been able to say goodbye to her father alone. This became the focus of work 
with R. In a group of girls with similar problems, R. had the opportunity to see how they felt about the 
loss of their fathers; she recognised herself in some of the others’ statements. Their friendship grew and 


they socialised a lot afterwards. R. became more open and it was noticed how extraordinarily beautiful 
she was when she smiled. 


e A.M. (a 12 year-old female Muslim refugee from Bosnia) 
A. had had personal experience of staying in a prison camp. She thought that schooling was meaningless 
and abandoned school in the previous year. She showed some interest only in art classes and somewhat 
less in Scout activities. She became integrated into camp life easily, but at the beginning she opposed 
other members of her patrol on many occasions. After several collective discussions with the patrol 
leader, she accepted the companionship and gained a few good friends in her patrol. After the camp, she 
agreed to attend school again and joined a Scout group in Zagreb. 


Conclusion: Some Aspects of the Scout Educational System 


What are the reasons why the Scout method is effective in the psychosocial rehabilitation of children? 
Firstly, it is a complete educational system, with a clear goal, underlying principles and a specific method 
(See Annex 1, The “Scout Diamond” (RAP Tool 6. Page 110)). Secondly, it combines two powerful 
development tools: role models; and interaction with peers. (RAP Tool 8. Page 152. Note: RAP Tools 
can be downloaded from www.scout.org/europe/rap.) 


Educational objectives alone are not enough to encourage and assess progression. There are two motors 
that push a young person to progress--the example of his or her elders, such as other young people or 
adults, in addition to the interaction within his or her peer group. The famous Swiss psychologist, Jean 
Piaget, illustrates this point in a little known text’ in which he praises Scouting. Piaget was writing about 
moral education at the time, but it is possible to extend this idea to other fields of education without 
misrepresenting his words. He distinguishes between what he calls “unilateral respect” (i.e., the respect 
shown by younger children for their elders or an adult’s influence on a youngster) and “mutual respect 
(i.e., the reciprocal influence which two people of equal status exert on each other.) 


EEE 


2 Jean Piaget, Moral Education at School, Payot, 1997. 
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According to Piaget, 


Baden-Powell understood very well, not that role models are everything 
in education, but that relationships between individuals constitute the 
true source of moral imperatives. Moreover, and that is not the least of 
his achievements, he also understood that moral duty represents only one 
stage in the development of conscience, and that unilateral respect has 
from the very beginning to be tempered by mutual respect, until the time 
when the latter definitively takes over from the former. This is why the 
Scout leader’s ideal is to be a trainer, not a commander: The 
Scoutmaster has to be neither schoolmaster nor commanding officer, nor 
pastor, nor instructor... He has simply to be a boy-man, that is: he must 
have the boy spirit in him; and must be able to place himself on a right 
plane with his boys as a first step.’ [Editor’s note: Scouting worldwide 
is now open to girls and boys, men and women. ] 


Here we can recognise two important aspects, “leadership” and “peer group.” On the one hand, there is 
the example and influence (or role model) of elders and, on the other, cooperation within a group of 
equals. When the adult leader or patrol leader explains or reminds a younger member about Scouting’s 
educational objectives, he or she listens because he or she adopts the attitude of “unilateral respect” 
mentioned by Piaget. This respect is based on the fact that the elder or more experienced person is a 
living example of what he or she is proposing. The young person understands and accepts the educational 
objectives because they are presented through an interpersonal relationship and he or she can understand 
clearly what is being proposed by taking the person making the proposal as a model. 


If this were as far as it went, a young person would risk becoming totally dependent on his or her elders. 
It is for this reason that many educators, including those in Scouting, are reluctant to propose educational 
objectives or see themselves as role models. However, it is important to remember that there is no such 
thing as education without educational objectives and that a child has to identify with successive models 
in order to develop his or her autonomy. However, as Piaget pointed out, it is necessary to 
counterbalance “unilateral respect” with “mutual respect.” It is by cooperating within a peer group that a 
young person tests the usefulness of adopting a particular attitude or developing a particular skill. Let us 


quote Piaget once more when he describes what he calls “self-government,” or what we know in Scouting 
as the “patrol system”: 


By formulating their own laws to ensure school discipline, by electing 
their own government to be in charge of implementing these laws and by 
themselves forming the judiciary with the power to curb offences, 
children are given the opportunity to learn through experience what it 


means to obey the law, belong to a social group and to accept personal 
responsibility. 


bli a ria i S cig A in certain experimental classes has been widely practiced within 

aehetcie, ‘Pea ake : in the peer group, action among individuals is governed by the notion of 

Spee * s that cooperation among individuals leads to mutual criticism, reinforcing the 
} y of judgments and enabling each young person to discover more about him or herself. 


3 Ibid. 
* Ibid. 
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The educational objectives are no lon They become meaningful 
through life within the group, ponsibilities that he or she 


has accepted, and the opinions expressed by the group during collective evaluations. Thus, by 1 


th'th y interacting 
with the rest of the group, the young person will gradually be able to integrate the educational objectives 
proposed to him or her into his or her own plans, 


ger only a model proposed by an adult. 
the efforts of each individual to fulfill those res 
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ON THE PATHS OF A HEALTHY LIFE: 
A CASE STUDY FROM POLAND 


Jolanda Crettaz 
The World Association of Girl Guides and Girl Scouts (WAGGGS) 


Introduction 


In addition to the undergraduate studies I am undertaking in Geneva in the field of International 
Relations, I am also a volunteer for WAGGGS as its Representative to the United Nations. 


More than 10 million people are members of WAGGGS and it is active in approximately 130 countries 
around the globe. In addition to its representation of the Girl Guides and Girl Scouts at the UN, 
WAGGGS also jointly works in Europe with the boy scouts. The case study discussed herein is a project 
of the Polish Association of WAGGGS that includes both girls and boys in its activities. 


The Polish project is a very good example of a youth movement working for improving health. Most 
initiatives under the project have been undertaken directly by young people, which has added an 
important element to the preparation and evolution of the project. 


The Programme 


The programme of the Polish Association, entitled “On the Paths of Healthy Life,” was begun in 
1999. The initiative was taken up as part of WAGGGS’ “Building a World Citizenship Project.” 
Beginning at the 1996 WAGGGS World Conference in Canada, this will be the guiding theme of all 
projects undertaken by WAGGGS Member Organisations up to the year 2001. Projects are designed 
taking into account the mission of WAGGGS, that a responsible citizen must give something back to 


the world from which he takes every day, not only natural resources, but also friendship, culture and 
spiritual fulfillment. 


Respecting the various needs and cultures of the Member organisations, the theme unites all member 
organisations into a common set of issues. The working principles can be summarised as “Think Global, 


Act Local.” The theme has been divided into six topical areas from which members choose and design 
their own projects: 


e Culture & Heritage 
e Education 

e Peace 

e Environment 

e Food & Nutrition 

e Health 


The health situation in Polish society has significantly 
situation of young people: 


e The death rate has increased; 


deteriorated over the recent past, including the 


e The social and economic conditions of a large part of society have worsened; 
. Some diseases regarded as fought off have reappeared; and 
e Circulatory system diseases in particular, have become a general problem. 
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It has 
aha pie observed that among the primary factors determining health (e.g., genetics, ecology and the 
nvironment) the leading factor is lifestyle/social behaviour, As the title “On the Paths of Healthy 


— — there are various aspects leading to better health. Therefore, the programme’s aims are to 
levelop attitudes, knowledge and skills connected with social diseases, thereby promoting a health 
lifestyle, hygiene and a life in harmony with nature, / 


WAGGGS promotes health on a non-formal educational basis. 
encourages the process of getting daily life habits under control throug 
contributing to the improvement in the quality of life of Polish s 


directly focuses its actions on young people, who have been identifie 
to unhealthy lifestyles. 


The Polish programme hence 
h non-formal education, thereby 
ociety. The Polish Association 
d as being particularly vulnerable 


In order to achieve its aim, you people are encouraged through the Programme’ s educational aims to: 
e Know — which actions and behaviours promote health education; 
e Want — consciously to change unhealthy behaviour into healthy behaviour; and 
e Be able to — create conditions for knowledge and skills ac 


quisition by children and young 
people. 


Initiatives of the Programme 


A conference organised by the Polish Scouting and Guiding Association in cooperation with the Ministry 
of education took place in October 1999 and was aimed at leaders of the Association and other 
educational NGOs, giving them the opportunity to exchange their experiences in the field of preventative 
actions. The conference materials joined together a number of local preventive projects, such as the 
Computer Preventative Academy in response to the now-recognised risk of addiction to computers, and 
the Community Centre of Social Therapy for Children, an advisory centre for parents of young people 
with social problems. 


There have been a number of programmes created by various sections of the Association in the fields of: 
e Nutrition — creating awareness of healthy foods, and the risks of too much or too little weight; 
e Physical fitness — promoting awareness of body types, efficiencies and defects; 
e Helping those less able than ourselves — introducing first aid, safe blood donation, volunteer 
programmes in hospitals; and 
e Addictions — conveying knowledge about behaviours concerning drugs, alcohol, cigarettes and 
computers. 


Recognising that a significant number of young girls smoke in Poland (50% of 15 year-old girls), the 
National Headquarters of the Association prepared in November 1999 programme materials for leaders 
on the topic with the theme “Let’s be OK. Let’s not smoke.” The material included an educational 
fictitious game called the “Master of the Winds’ Secret” for Guides and Scouts, calendars for Brownies 
and Cub Scouts, and a repertoire for Rangers and Rovers’ meetings. Several promotions were run on the 
radio and debates about the health of young people in Poland were organised. Many guide & scout units 
organised competitions for the best anti-advertising for cigarettes, held events and prepared leaflets for 
school societies about how to say “No,” how to relax and to overcome shyness. Finally the Polish 
Association also organised a new project called “Summer Vacation Without Cigarettes. 
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NGO FORUM FOR HEALTH 


— partnering to make health a reality — 
— promoting equity and justice in health care — 


Benefactor: Life University, Georgia, USA 


Founding Members: World Vision International, Geneva; World Council of Churches, Geneva; Medical Professionals Alliance, Taiwan. 


The NGO Forum for Health 


The NGO Forum for Health is a global network of international non-governmental organisations (NGOs) and UN 
agencies working in partnership to make health for all a reality. It comprises NGOs with a shared value system that 
support equity, human rights and ethics. The Forum draws together NGOs involved in various sectors of health 
including education, environment, agriculture, human rights, habitat, trade and water, as well as NGOs that address 
issues related to gender, children and the disabled. It allows the NGOs to come together for regular and focussed 
discussions on various health and health-related issues. These discussions concern medium- and long-term issues 
relevant to health services in communities, current and emerging diseases, and ways of actively responding to present- 
day and future challenges and opportunities. The Forum seeks to enhance greater cooperation among both the NGOs 
involved in health and UN agencies such as WHO, UNICEF, etc. 


The benefits of joining the NGO Forum for Health include: 


e Access to the worldwide network and global dialogue on current health issues and concerns; 

e Association with UN agencies like WHO, UNICEF, etc. through the Forum, and opportunity to learn the latest 
trends in health and future strategies; 

e Participation in the Forum’s annual general meeting and symposia, without charge; and 

e Becoming an active partner and keeping abreast of the Forum’s special activities and progress reports, such as 
the Global Health Watch, a current key project. 


Global Health Watch, a major initiative of the Forum, aims to promote and eventually establish an independent, credible 
monitoring entity for health. It is premised on the concept that NGO’s have a unique capacity to monitor health and 
social welfare at local, regional, and national levels. In 1999, a feasibility study was undertaken to examine the many 
issues and perspectives to be considered for the establishment of such an entity. As part of the study, consultations were 
held in India and Africa to explore issues further on the regional level. Additional field studies are planned. Once these 
are completed, recommendations will be made regarding the future direction of the project. 
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